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PREFACE 


This final report was prepared as partial, fulfillment of the requirements \ 
ef contract no, NO1-AH 44116 with the Division of Associated Health 


Professions, Bureau of Health Manpower, Health Resources Administration, 


This report covers the entire proj ect which began July 1, 1974 and was 


— 


completed August 31, 1976, The Project Cirector was Madelaine S$. Gray, 


OTR. The Part 1 Principal Investigator was Sandra J. Leimer, OTR;, 


‘the Part TT Principal Investigator was Diane Shapiro, OTR. 
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oT fa Need for Re -Cortificat ion - f 7 i | 
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Statement of the Preble 


The quality and increasing cost of health care services are of major 


concem to persons in the health care professions, the government , 


hadtth-relat ed.organizations and businesses, and the gerjera public, 


‘ 


: : * ; "4 « 
Qne of the crucial questions is how consumers can:be assured of a 


a \ mF 


réceiv id the quality of health care that is needed and deserved. 
i \ 


ee question. is how persons agd organizations that pay heal th 
: ald 


care bills can be assured that they are receiving the quality of ; 


’ . 
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» . ’ 


. services for which they are paying. 
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| Answers ie some of these questions can be found in resea rc on the _ 


heal th Sone aiyely system, ‘the hea Ith manpower Seep mewledge 


4 


ond techniques of hea Ith care, and educational Brgrenes | Another 


‘answer to the québtion of quality control is that more must; ibe done to 


‘ 


ensure that those persons who are credentialed gs health care scninsace 


4 


are periodically re-crddentialed.on the basis of demonstrated cornpetency. 


i ‘ 


. ee ® 
\ j @ - ‘ 
At the present time,in most health care fields, once a person has met 
— ‘ *« : * : ' : ~ . : 
the education, work experience, and/or examination requirements 
re 2 { ‘i - 
for entry -lavel licensure, certification and/or registration, his or her 
‘ ; i 7 : - 4 : 
| ey 4° 
compet ency isffcrely re-evaluajed, except through vhs tancardizec 
= i” | . ff 
! * a 
‘at wy = ae # ’ é 
‘ } . 
} 
j 
io % 
| a 4d 
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evaluations by the employer. a 7 ea @4 


This prob lem is compounded by the fact that practitioners in many 


” % : ‘ ta 


health professions can drop out of the work force for many years, 


2 5 a : : 
and-re-enter the profession as competent to practice simply because 
they haye retained their credential through payment of annual 


licensure, certificatign 0 or registration fees, Avsystem for periodic: 


renew af cre entigls on ‘the basis of demonstrat ed job competency | 


° Z iy ‘needed i in see to pene more efctect on for the consumer ,,. 


‘the employ et and the ietebunen: , 
~~ 


- 2. Problems in the Design of a Re -Certification Program - 


_ Although most certification organ izations for health care @ professions 


e - e 
on : & 


\ é 
es 3g / ‘ F - of 


a a 


recognize the need for a re~certifiedtion systern, only a few organizations 


! 


“have iden Ily ere re-certifi sen program. One of the 


* 
ae i. an, 


_ principal problems or questions ‘expressed by certifying organizations 


c= ' : te 


concems the best way to measure and assure continued competency, 


¢ 


Many of the recertification programs that have been implemented 


‘are designed on the basis of mandatory. participation in continuing 
4 *. 1 ; - . : 
education programs ; however, in 1967 the AOTA decided against 


a te-certification procedure based upon manda tory continuing edu~ 


cation requirements, The evidence examined by ine AOTA indicated 


ae 7 a. 


» 


e 


o.. 
ERIC 


FullText Provided by ERIC 


-can be used: 


es i, , fo 
of Yhe quality’ of aclut| on sthe-j ob performance, Kndwledge and 


that job competency, can not be adequately. measured through a system 


e 


. o | 


“of collecting points or credits for attendance’ at approved conférences 


* ° ’ 


é 


ps, and seminars. Continuing education programs 


) help maintain job competency; however, evidence 

per continuing educeition programs is no guarantee 

that learning | 
fl 

\Y 


or increased, 9 


of having att 


that quality of care is being provided. ; 


° ‘ € 


‘ : 
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fa ca J : , . 
is, such as written and ordl examinations and simulated 


; a 
Other proceduri 


fob testing, haye been discussed, and in some cases, have been 
) ; 3 . ea? ; ot : js 
developed and implemented as the basis for re-certification, How- 


ye : 


~ ever, some of tHlis pioneer work in the development of rencerti fication — 


¥ 


\ ae" ; 
* programs is now'eing questioned as to its suitability, effectiveness 
a Va é j 


and/or Gee hi the assessment of Competency. Written exam- 
< A j 


aa < t 
inations can test cagnitive skills and knowledge, but gre no guarantee 
I 


+ \w st 


{a 


skill demonstrated on.an examination are net necessarily applied in 
oe 4 . y 


| fh : 
the actual job situation, The written dr oral examination can predict 
\* . yf 
oy \ . ey 


the ability to perform, but does mot access actugl on-the-job performance, 


Ae 


which is the crucial issue. Likewise, ‘imu Wyted job testing can be 


very time-consuming, expensive, subjective, and except in highly 


f 7 
wat 


9 


f 


! . m= ai La 
- : ; i 
- | + | : 3 , 1 [ 
: oe a nate na ; , . 
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technfcal fields, can not test the-full range of expected job.compe- 


4 


tencies, , ae an 7 ‘ af 
7 ; : ~ 
3 . * i -& _ ‘ - ‘ : : 
‘ - «Another problem is that an-adequute and equitable system of re-certi~ 
eo - fication should take into consideration the iéeds of specialized 
ae “ Pile s i 


sO ‘professionals, After entry-level certification as a generalist, § * 


most health care professionals become specialized practitioners, 
‘. ‘, Fi Fx : ‘ » 
: ‘ t : : e 
educators, and/or administrators in various speciality areas of a» 
: " os 


. fe = ‘ : 7 


‘. administrators dre’ expected to maintain certain core or gereric Tome 


- 


€ 


areas of entry-level competency, they are not expected to main~ 


. 


%. 


tain all entry-level ee and skills; For instance, the 


4 t 7 
has become a specialist in the area of 


é 


occupational therapist w 
? . . - 
~ psychiatryis expected to belable to demonstrate expertise in. that , 


\ eit 
in \ = 


: hoe cial ity area dnd in the core kndwledges and skills related to 
’ becupationadl therapy practice; however, this specialist jin psychiatry 


is not expected to mamtain all the entry-levAl knowledges and skills 


oa 


related to all other areas of practice such ds are disabilities 
oyCdeveiopmental disabilities. 
' . = 
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Therefore, the problem of measuring {ob competency is compounded 


by the fact that an entry-level certification examination can not be ¢ 


a4e 
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profession, Although advanced practitioners ,. educatars; and a 


ke 


2 \ 
i aoa “4 
used for measurihg the competency of, those individuals who have 
A : H \ \ , : 
‘< become,spaecia lized practitioners, educators, and ddministeators, 
' ; : . \ : 


\ 
yo 
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° i 7 ape a * i a) . 
As long as an entry-level certification exaimjnation is reviewed and 


* ti 


1 


updated periodically to reflect current standards of practice as a 


generalist, it would:be reasonable to.use this entry-level examina- 
i \ 


, f tion as a mechanism for re-certifying those persons Who choose to be 
: j 7 a \ 


re-certified as a generalist; however, different competency asséssment 
«~ mechanisms must be available for those individudls whw hdve become .« 


+ 


‘ ve? 


. _. ‘ reat y ; A ae 
a zs specialized practitioners, educators or administrators. 
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3, The AOTA Continuing Certification Pragram 


' 
4 a) 
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JP oe 5 ry * 


—_ For many years the AOTA has.been working of a solution to these 


problems. In I97I, asa result of a resolution to-the AOTA’ , 


i dg 
i a \- 


Delegate Assernbly, the Continuing Certification Program was -' 
‘ ; > a a t ' oo 
developed. Substantial progress has been made on this program 


and much of what the AOTA has already leamed and accomplished 
has guided the development and implementation af this project. | 
: . Fr Ps, A \ a 


: \ . 2 € Be 
: ‘ "A description of the AOTA Continuing Certification Program and 


Resolution #300 is included in Appendix |. JZ 


- 


can 


. The, AOTA believes that it may be possible to design-a re*certification 
program which is not only a more accurate assessment of job compe~ 

tena, but-also takes into consideration ‘the needs of specialized 
: : = es : : : 


proctitioners. 


’ 


ocedure is the chart audit/record 


-» One such competency assessment pr 


review procedure. In some health care fields, particularly medicine, 
5 - : 2 ao , 7 : ) . ; . 

chart audit, procedures have been used on the local and state level 

; ; a 

— ts ae , # <- 

for a number of years, and have been proposed as a mechanism for 

“ F ~ . ? 


re~certi fication; however, no national professional association has 
” ; \. * i 
had extensive experience in using chart audit/record review — 


procedures for re-certification. Few guidelinés are svailab 


for professional associations which are attempting to design a re- 
certification program bdsed on the use of chart audit/record 
= ‘ aes . : La 


"review procedures. | 


(! P ; 
‘ fe * 
-# 
‘In 1973, @ preliminary: literature review indicated that standards 
of job performance must be available as guidelines if a chart 
‘ audit and a peér review process were to be used to measure job 
a * ; 
« campeten gx and quality of care. 
; is s 
i -§= 
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XN 
Research also indicated that if'a recertification program was 


£8 


impleniented, there would be increased need and demand for continuing | 


= 


education programs which were easily accessible, not too costly, + 


and relevant to job expectations and standards of job performance. ; 
Continuing education programs should be available as a learning 


resource, not as‘a ‘aquliamant Re re-certification. 


, Therefoye, , in 1974 the AOTA sunt toHEW, Division of Aaaeianed. 


Health reich, 0 Set Propo | outlining a project se develop 
a methodology for the dovetopinant of standards of job performance 
and continuing sveuiiee opportunities which would help nidintain. 


4 


“the competency ‘of occupational therapists. This project was viewed 


program, A subseqe ojeet would focus on the development‘of | 


: a i" 3 “ My ie ‘ cine , 
a chart audit/record review system for re-certification purposes, 


The contract was awarded and the project was conducted over a 26 


month period, July |, 1974 to August 3l, 1976, 


The next sections of this report contain o description of the specific 


purposes, methodology, and accomplishments of this project. . 


e of the Project 


B. Pury ose and Scor 


oe. : 


|. Purpose of the Project 
The objectives of this proj ect were two-fold aed were divided into . 


a | oe 
id. ; 


hwo parts: 
I) The.st jective of Part | was to: 


+ develop a method logy For estab lishing standards of — 


. job performance in specialty practice aréas 


2) Thie objective’ of Part 1] was to: . . - 


o develop a methodology for establishing relevant continuing, 
ecu cation programs... =; =e 
c.f uk , " 


as 


= 4 


Although the focus of the project was on the development, of a 


+ methodology for os ta bl ishing standards of job pet formance and 
continuing edu cation programs For occupational thercap ists, the 
primary purpose of the project was to dey el op @ generic methodolog y 


which would-a o-be appli cable to other health care professions. 


© Accomplishment of the Part land Part 1] objectives would form the 


foundation for subs equent work on the design of a re—certiFication 
: i 


program using a chart audi t/record review procedure as the Eompetency 


assessment mec hantsm, _— 
\ ke 
7 x 
~B- 


ies 
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a 
7 ood 


ntact smecified be follow ing tasixs for Part |: 


Develepe methodology for estab lishing standards of jols 


Derformance fof health care practitioners Sy util Ezing the 


mh 


' 


Following pro cecluras which shal] be contimuo aly: ass ess ed 
ro determine Lacing asa generic mode |, 
a 


a 


a vl =o] 2 area of ssectaltypractice shall ‘be ¢ ole tte 


Us 
Indlc:iteria tou be uedimtheselectionofthetive 


e@ focus tur the deve loprterm! of srandards vf practiced. 
G: 


A re = 
petial ursas incluicde: thee neimkoen SP ecg pat ton al 
Vo orpehre work ing tn d path solar areca of picatticce, 

a ? . = = * ‘ 
ural the i ard ge0e top hie distr maa of @ xperti 


fysa lt toyeerS uF dicedy cute ts an te ape ‘lai ly erecs 


Us Tiny theese citer, the spe cia lty uresds sha f bes 


rvefected from oonpatef data wn oe upeelt cana f Hestiape, 
i 


sep Vices AlLSiding to client ayes Catecgori 8s, 
pessit ic health comdit ions, end specific cliget work: 


: ' 


jedan, such as the aingalyy eG, heme must: «nef sluslerat, 


‘ 


te. bappert practitioners aed esducuron in euctiuf the fixe 


uresas al occupational the wpy practice: shall be chosen, 
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4 


as consultants and/or task force members. These 


* “+ candidates shal! be selected by the project stuff with 
‘istance from members of the AOTA Council en 


he Council on Educatton, Ihe task 


"rc 
c 
m7 
hp 
c. 
ci 
Cc 
a 
ov 
+ 


Sh specialty aiew of proctice shall huve 
; 


\ “five key members, assisted by a number uf ether members . 


pectal consultants with expertise in performance 
* 


\ 
nd Vine aa wpe tds GT the pp eed abet 
f if] rect 1 odsall ol Vie faS- 08 oad i 
apal tisk eb ee, cies ® shall GeV ities ete Vine s gine bead, 


modes Gd fur dene ch oe peltonal rhoapy in each 


( a peat du fi, practice 
. 


ot the five Dune 


Ctisa dics tys sd meambers ..1 ihe. Stas al 1 ae'li Is 


God & well vty Edweufi@n shollre tes oid ailiique 


the delingutron at specialty ro les cued fustturis = cine 


deal, 


jevisions sha ll be made as nee 
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* 


f, Tne project staff, consultants, and task force members 
shall formulate a procedure for develaping measurable 
stundurds of performance and shall prepare preliminary 
standards of performance for euch of the selected special ty 


ur €Qs . 


J. [fF atsee ple Tin tiury standards shell be reviewed and 

‘a ead by selected consultants amd members of the 

Council on Practice und Educution who are experts 

tn the spestult, weul The consultants und experts 

shel! be waked to eveluate the cater! to which, 

| pho crunderds aie Me@wuble; 

2. the sfanduids aie uf ensure Serpe ne bet ptt te 
‘epee Io cl oP service udequute le meet vdtort 
reeds . 

Rec visduns aha ll boo mwade ws needed, 7 

Ihe soy flue spoeci fied the tollowing tasks for Part fh: 


"2) Developa methodology fur establishing continuing educatlor 


ppate nities which ussist health care practitioners and edu 


eatar fo maintain and increase job competency. This shall 


pe 


ae accomplished through studies conducted at the regional 
i 1 ad 


o_.. 
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and national’ texas." Evolving procedures shall be continously 
é aoe 2 a 


< 


assessed’and revisions made where necessary to enhance the 


generic application af the model. 


ional Level 5 tudy 


The focus Is to develop continuing education programs 
at the local tevel, State affilfate association member 
will be trained 10 assess learning needs ‘und assume the 
respons ibility for developing and implementing their 
ew continuing education progeums . Implementation 
this wlves the toiluw ing. 
(2) Idenrifinattea ofa reagdundl area | Cuntaleiey 
sd: dal siete utiles cass0Siaiten, Solectron 
witterte tie ly der. yevyiuphical | ore 6 ees 
ee teattons access thr lit,  co@mbrabitpe canberra cred 


Hatithiuttor uid tape. ofset bets pron tded. 


= 
a, 


Tht in fotheai toa Iya ae tleate daz thug scalt peal ol 


shat ccethes tad vita menb sob ep yeeGallncisaliua 


dSistitbuted tn ly73- 


(2) One of the five special ty Great of practice fury 


im Part | 


which standards are to be established 


, 
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ay 


(3) 


snall be selected for the develepment of continuing 
education programs, The following selection cri- 


teria shall be employed: the number of thdrapists 
represented by thy speciulty urea und the cantinuing 


é * 


7 


education neecs of the fr erapists within the rag ional 


¥ 


crea. This information shail be obtuined from the 


Computer dJutu desctibed above. 


: 
= ~ 


Consultunts and tus for ces uf expel practitioners 


aind cducutors in, te apeciu ty ured shall be 


eelewte. frOM A tong the regtonal Membership. 


. 


Le ee 
Pouy, ' tuft, consu lian tye ad Peyton b tal lope e 


noeitbew es ahoall: 


4 
identity the kiow lea<dey Ga gnd skith. required fo 
Wer i ~ 
perfoun the specialty roles and tunetrons tat 
were identified wt Part J, oe 
= develop sel f-ussessmenmb litsLeumenty which 
practitioners and edycuturs cun use ty arsess 


their knowledge and skills in the specialty area. 


- identify available regional continuing edu ca - 


hon programs and fescurces-in the specialty area; 


o_ 
ERIC 


and will subsequently identify acdi tional 


pragrams and resouces which are not available. or 


~ plan how to develop, obtain, and publicize the 


continuing education progroms needed in the * 


. . _ ' | .. = W852: gen 
specialty areas, Local continuing edu cction 


resources already available within academic and 


, 


work setsings will be utilized, 


( 
~ implement the continuing education plan, 
- - sae > See t ra 
b. National Level Study (~ 


Lhe tugys is to develop cOnttoutng educative programs at the 
. . 


ee . ’ 


national leve! Although development of specialized regional 


* 


Pregicinis ts garical te ebntinuing wempelenk, mere geter|d 


1 
| » J 
real dota Piste ete ulse esSBn lial / 


a. 


ite 


Kaive of thi Cane ctl p wl Web. ih eee ty cede thee hay eedys cud deen 
programy ty thu in enany cases they ure inaccessible to nul 


' 


health care pros iti weP\. Inuccessabilit, , the time required 
es 


a 


F a é i 
away from werk and Financia “4% are hardships for the rural 
\ 
and lower income area practitionely Thus, the national evel 
study focus is on the development of a variety of self-study 
matecials which can readily be made available to rural 


as well as urban practitioners and educators, 
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f * Tre national level sty in the following 
marian ef = i 
i 
{ 


- | 
ee : (1) 


1 Of consultants, practitiomen, and 


(2) Identéfication ot centinulng ducaticon néeds in 
I 
the specialty area by Means of dsa mates SUSY Gy 
witliging the self asseyament instryment developed " 
| . i : 
. in the regional study. . : 
i / 
i i 
3 i 
(9) Puen fitt. com ott ba at Hoot dy 
H 3 
H Mee 6 ‘ 
meatal tals heowsded baat, cued oe the foal u, of CONFI Gta, 
eotonfu thon witb dass 
| 
{ 
} 
4 (ep obs, Pilsen at sek te, A Sake oe oy ppabe i 
i 
matgrtals, 
| 
| 
| 
| 
(>) Uri hizution vtsalf-stud, mutertal bys astple gieup 
2 i 
Poe 
of fractifioners aid educators for purposes of 
a 
evaluation, 
; : 
= i 7 
(6) Distribution of self-study materials to practi 
tiothers and educators, " 
aa } “ 
alse 
i 
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Description of the Methodology, Problems Encountei ed; Evaluation 


4 


of the Methodology, Recommendations for Revision and Refinement, 


Potential Appl icabil ity for Other Heal th Cure Professions 


ae 


The following information describes the work perfotmed and the 


methodology used on the Part | section of the project conducted 


.gk te 


trom July |, 1974 to December 30, I975- 


j 
step I. Prepurution vf contruct time -table: 
an Hescrlpalturs wat Thee methudeloy, ‘ 
The Pr »| ect Diath estlmuted the lersytl SF Pda baa Sy tae ee 


view, deed his F wee Fa nae wad taust yeeSi fied wiithe ae as vepe 
wl [hee eetbvndde ter od. Eta tee Leah of meGatt i 
oi dt tll hateaspy anaed) eats Ait awed gpa all, « GQ Pi cae ced 


vellteud thing table 


Pics fe een cree | Seep, dbeobiy . aecOhe. the pe, ed ote 


ae). eh ce os well us the actu id time ac quence tur the ey ee 


3 


wt the Part | and Part IH projects. As is indicated in the timetable. 


some of the project activities were concurcent with each other. 
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b. evaluation of the methodology: 


= 


bd 
The contiaet tine tuble proved ty Se an invaluable guide fur 


vlgnning, wedteating, aid wetavitag the pioyress of the 


piS[ect, a5 Well us a voetul re 


f aytent other Persura to the Rio 


Step z Selection el aieas of piuvstloe: Lee 


des duseription wt the Drcthas 


Tu quick Iy and cleurl, 


cul wlain aud tine factors . 


pee wt work Hemet a) 


ei | My = 


Initially , the Project Statt chose Mar@e spesraltl, para ic 
: i 


? 2 


7 


wreus whleoh faced oa bealth Comdittons . tential besa Ia, 


Jo clopmenial Jobe ttn. 


pee Dies 


hla 


el Whee, 


WW) 


tronds 


ha. 


! 


a 
ag Ie 
iv are) 


x 
de A deel Sate ad a aap realiryy 


\ 


copie aie! Sb he Phe Gye te Cenpele., weit 


ee) ee 


‘ 
' ev 
fa 
“il sgh yp ee cr atdyy TP Gey 
We ape sa llday cect TAS bit eee 
a 
en ee ied Lave tea Ng etee MDastceryalda Cr pps 
PLA 


SJibvert prin chugl a Werla tet the occel@cihan of the: cites itadeadecd: 


fhe kriown used Taber lity wl 


S) 


Oe 


a pertow crpaitt pend | Thevopeists aed 
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anticipated future. 


future trends of ofc upati nal therupy practice, 
Atiattiocs guiding etitetion «us the hes Ie develop stand rds 
which would be adaptable and tleaible in the seplrcation: to 

w wide variety of practitioners, Occupational therapists 

pau. tde serv iees fo pemwes of wll uyes, wlth vurlous types 

et heulth or legening groblems, und daw vurlely of employment 
eeltligye thorchwe, the Pespost Shaft utlempred 1 Identify 


Die ce eta peet Pea tity cn cen fubles o ba.d, ald bee shyt fle eal 


fed «a. they wal AF Poe . a | - # bites? eo Misti oy eae dh eae 
ihe 


wl t jie 4 Vd jaa toe 

‘ Ma i 

I. i vedtts a : re F ities 4 be, and il. it wueagen 
toaiap | velo aeethe y loua.il it t poet Stable tea 
Vaat ctyen rede genebda a she ele p cela fe ve dele uptingy oo 
at thedites. ce mcitieiead Ealtaes- ce -aip tials cat Ue eed le 9 
wags, be stveadtalag Eu cl. Mma hale «pc clad scatiteadiy capaho cede al 


vfarnadorda. bua akin, thee heer Ethy co caeecdt tasane iadiader weesa led 


jot hiesadth .casdtfton san be ts 
| 


otitain sfondwarads ton arabe re 


troke, arthritis, spinal cord injuries, hand injuries, develop- 


r 
wre 


mental disabilities, and mentul health, 


+e 


occupational role, and the therapist's 
a 
work setting, Four eaumple, if the client hud a developmentul 


disebility, wus etyht years, old, was a student, and the therapist 


waxed in-aschool setting, then the standards for each of 
= \ ; 


“Hee 7 : / 


. these urea, WOuld be selected bie cuch ot the fuct muodulgs. 
a 
. Ef thse. «¢ Wenel Ped sacs Rieck « oat wldert, seseitary, Whig wud 
vee eeinthet car af the Wow aplad vcahed toa aki lled Warr a tng 
ft 2 sown Peale t a act foibles boo careues viel be 
7] 
eg 
t { ( i aett de ' ' Pods ayes ' 
vee td ate ot pede Phe ae UBT ed abet bea 


Z Poona. eh he fh PS at eter bal Tes. trealtt. vai tot std Wd 
ve Me tiaga. [hie atatt did oat thiok at wise te ale tr, te dle ve top 
w tthe the relattoels shit pertod rhc ct tasne t Tite. sterricdae ds 


fle. cording fey ciqjes and occupatione | role factors. 


IF 
of 
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eyes 


o.. 
ERIC 


FullText Provided by ERIC. 


o_ 
ERIC 


FullText Provided by ERIC. 


é 
# 


é 


The Project Staff discussed the selection of speciality areas 

with other members of the AOTA aorieaal! offi - 2 ff, the 

AOTA Continuing Certification Pragrem Coudnuting Committee, 
members of the AOTA Council on Practice, uod the Division of 
Assuciuted Health Professions. 


f 


pioblems encuuntered: 


During the second quurter of the project, October tu December 


1974, the Project Staff changed the selection of speciality 


a 


areas The general areas of mental health, developmental 


Stratilittes, phrystuaal disabilities uid two spe tlt. dhugieustis 


coe shake and wilvttie gre ele ted amd the - ark ccttteg 
spree da PEt, wie wd Vode sriltbenfingst<t Jd 
. 
ae . otwar. of Infos 


tout, chee AY74 VELA Vara Ghuestion wie whlch indicated itt 


sin VEMGETTAG. 6hae 20 fraqeertly ecten eeuaelacraced lew IE Receidl bt lors 


Sdeahe did srtla ttle ata qnaatdagd tye. cule apecteltf, ve. 


ot phy atool Sisatelit es, 


One of the reasons far the change in the selection of the 


Yproe iality gteas was that by roosting thiee qlobsal ootegqaites 


-20 


ey 4 


Pet 
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(mental health, developmental disabilities, and phystcal 


disabilities) 


ciality areas, the Project Staff 
world be able to explore rhe usefulness of developing 
yenerte standards tur ull health conditions within a global 


category, as well as more specific standards for a particular 


diagnosis or problem area, Some overlap in each set of 


standards deve: oped acceding fo diugnostic Conditions wus 
eapected, thus, this two-fuld approach Wu enpecied foe aG-e 
costs, time and ettort if the global standards could be used 


as the Foundation for the development of the more specific 


v 
diagnostic standards. 
ha. al teodicy Gl ee oe bese sain ot apes. relay 
Wik Te eo VUbuet ob tal ofa. dda do itiat chats deer de ode wheped 


fee Weayy bes Few 4% ailietes cance Vic erpeerete the Gthes 
Hastena eh aye oe ceptivendb as de sti ocak setting In 

eee ern i sien wielded Hal Thee witneenidl of Plitec | Sfusfl 

se bt regu tied ee te dep tedden be epan beabit, 


comditlon, aye cutegerg, oscupuliongl pole aid wurk setts 
| Sea aa) t yf 


would be present vawteldty problems. Also, if would be eatrane r 
a 


ittMealt to develop stenvdeardds for thes aye, role, and work 


setting modules that would not areclap with the health condition 
c : \ 


& 
module, , 


P Ve 
\ ; Another factor thet influenced the decision to change the 


speciality area Sel ection was that the long range plen fo , 


the AKOTA Continuing Cesitificat ion Program is to ie-certify 
7 : e 
persons working in speciality areas of prectice. Although 


no dec istoms regaiding speciality certification have Deen 


» 


ite likefy that re=certiFication would be 


3 


avai fable Por direct service pructiNoners working in areas 
such os general practice, mental health, physical disabilities, 
end or devatoonertel d iseab il ti es . It is cust likely thet fhe 
SOTA world re-certity persons according to their place of 
tial vmstl ey aecly cn of syatererar skilled maratng facility 
he. qe cet ce Ceti tie te oll pe obits Bae tae reat de tig 
lay Teties at cearg@er ard yauyr pb ie mobility, as wel los 


jewborttully radu. tog the number of quutitied personnel 


y available ty waw® In d gly cf) Qieu * 


ae ehsuiien u% the voethodulegy, 


lire tospect,, the Project Stoff believes thet the fell owing 


methads were usetul in selecting Gporopriate speciality areas 
ae 1 


of poreac tiee ; 
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we. 


1) (use of the data from the AOTA Data Questionnaire sent 


3) 


4) 


to all AOTA members in 1973, ‘Having objective informa- 


‘tion about the types and number of employment settings 


ne . . _* 
and clients was an important element in deciding what — - 
speciality areas should be selected, : 

Y 


¢ 


development of criteria for the selection of the speciality - 


ae ete, 


. areas. C. , 


i 


. 
4 ~~ oF : 
, 


- discussion of the selection of the specidlity areas with 


other members of the AOTA national office staff, 


% 


the Coordinating Committee and the Division of Associated ° 


Health Professions, It was useful to present and ‘discuss 
. < 


the ration¥le for the selection of the speciality areas 


with persons not intimately involved. in: the project and/ 

or the profession. 

selection of speciality areas according to health conditions. law 
Now that the Project Staff has-more experience and cent 
in the development of standards, we believe that it would 


have been too costly in terms of time, money and effort to 


develop standards according to the stgiaes weauler 
'_ approach. In addition, it would have been hard to avoid 
svarlap and duplication that probably would have made 
_ standards difficult to use eid understand, 
_~-  §) selection sf canted (é:es physical disabilities) = diagnostic 
7 (e.g. stroke) speciality areas. It was.a good decision to 
explore the usefulness of a combination of general and 
diagnostic standards, The Project Staff anticipate that the © 
shysteal disabilities standartls can serve as the general frame- 
. work and baseline for the development of sicindatds for , 
additional diagnostic categories, e.g. spinal cord 


? 


injurips, hand injuries, and cardiac conditions. Having 


: ain cae established should mean that only 


¢ details will need to be added for each + 


ye 
Site 
= 


“ “more spect 


ae diagnosis; thus saving time, costs and effort. 


Sirice the stroke and arthritis standards are more detailed 
La ; 


and specific, it is believed that they will be more useful 
for chart audit/ecord review purposes than the general 
physical disabilities standards. For this reason, occupa- 


tional therapists may need to develop standards.in more * 


diagnostic areas for chart audit/record review purposes. 


Oo. . 3 ' 
ERIC 


JA Fu'Toxt Provided by ERIC 


@ 


ERIC 


JA Fuirtoxt Provided by ERIC 


d. recommendations. for revisions and.refinement: 

The Project Staff recommends no major changes in the methods - 
: ; ew 
used to select the areas of practice; however, within one of. 


the methods used, (the development of criteria for the 
24 


selection of the“areas) it is recommended that the criteria 
nak be developed until the long.range surnese for the 
davalupnen of the standards has been clearly identified. 
i 

The answers fo‘éich questions as: "Why are the standards /- 
needed 2" and "How will ihe standards be used?" should 

, help in the development of Sieve for the selection of the . 
areas of practice. | For instance, if the iendeess are to be. 
used as part of Z ‘sscatiticarion program, it is important to 


carefully analyze what types of generalist and speciality 


certification will be available to the practitioners. 


Step 3. Selection of occupational therapy practitioners and educators — 
as task force members and/or eeesuligne: for the delineation of roles 

and functions and the development of standards of perforfnance; selection 
of consultants with expertise in the development of standards of 


job performance and patient care evaluation studies. (scope of 


work items |b. and 6.) 


rae 


a.- desciption of the methodology: 
_ The Project Staff selected the task force members and con~ . 
sultants on the batts of récommendatfons which were sought 
| by mail, phone, 3, in person from’ members st the Council 
on Practice, national office staff, Coordinating Commitee 
and Gallancon experts in the field. The list of task force 
members, consultants, and Coordinating Committee motnbers. 


is attached in Appendix IV. 


. : ‘ 


At least four task force members were selected for each 


speciality area of practice. The criteria for the selection - 


of task. force embers and consultants included: expert 

~~ knowledge and skill in the selected area; experience in the 
development of standards; representation of a particular type 
of work setting and experience; ability to work in. groups; | 
inthe and availability to work on the profet. The- ability 
“to ‘ie concisely and clearly was an additional etiterion | 


for the occupational therapy consultants. 


Whether or not a person met the criteria was determined largely 


by subjective judgements, based upon knowledge of the person, 


= 
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experience in working with the person, publications, and 


+ 


discussions with the person. 


"Since not all task force members met all the criteria, the Project 
Staff also considered the composition of the task force in 
, , 
terms of a balance of expertise and abilities so that the task 


: ¢ ‘ F 
force as a whole met the criteria. 


fo 


b, evaluation of the methodology: 
The methods and etiteria used to select the-tusk force eek , 
ana éonsoliants were satisfactory. With fow exceptions, the 
task force members and condultants worked effoctively and 
_efficiently; showed a commie and interest in the piaieeh 


accepted responsibility which required extra expense, travel, | 


and work beyond their’regular job responsibilities.” - 


Although problems arose in some of the task forces, for the 


most part, the problems were due to the nature of the task 


: ; ; itself rather than to the task force members, 


¢. recommendations for revision or refinement: 


a Although-the criteria used for the selection of the task force 


=?7= . 
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; to spend more time in an inedepth analysts of 
how eli he person met the siiedlas 
Because the Project Staff felt, the necessity to select the 
task force members within a limited period seine so that 
_work on the project could begin , the staff spent only the | 
ecicalent of 2-3 weeks i identifying possible candidates, 
= soliciting recommendations, analyzing the information, 


and contacting the candidates. If time permits, it is 


; 


recommended that more in-depth information about the 4 


candidates' qualifications be sought from more people, 
ise. each candid te's qualifications should be discussed 


at length with the candidate and several other persons. 


w 


ttt 
we / 
s 7 : D : \ 


: Sfep 4. The delineation of roles and ‘functions in each of the five 
speciality tea — of work, items |.d ond e,) | 
a, description of the methodology: 
The primary purpose for delineating the roles and functions 
in each speciality area was that the delineation was expected 
to provide an initial frame’ of reference, foundation and guide- 


line for the development of the standards of practice. The 


Project Staff believed the delineating process would oe 

a necessary cus and beginning point for the development of 
the sfonde and would help identify sn clarify ditferertese 
of opinion dy the philosophy, theory, practice, ann terminology 


iced within the field of occupational therapy, . 


fot, 


~ The definition of roles and functions was thought to be a. 

' prerequisite first step toward the development of sluriaaiee: 

_ The Project Staff believed that until the job, the tasks, or a 

ihe performance elements were identified, no explicit stand- 

anes could b established to determine how well someone was: 
0 

performing his of her job. The assumption was that before 

statements could be made indicating "how wallqualig’ 


"how oe -q ality" , "in what time", and ' ‘on manner" » 


e task must 


a person is expected to perform a task, that tl 


o 


ee \ au 
first be clearly identified. 


k 


During the first quarter of the project (July to October 1974), 


the Project Staff developed a plan to utilize three different 
methods to delineate the roles and functions. Once the project 
was completed, each method would be analyzed according to 


its effectiveness and efficiency. 


3) 


The three methods to be used were: 


On the basis of their own professional expertise and judge- 
ment, the task force members would delineate the roles 


and functions, These delineations would be sent to 


other expert therapists for review and critique. Revisions 


* 


would be made as needed. The task force on skilled 
nursing facilities was fo use this method. 


The task force members would ask other expert therapists 
to identify the role and function of occupational therapy 


' 
a 


in the speciality area, This information would be 

obtained through a questionnaire developed by the task 
=“, 

force, The results would be analyzed and the delineation 


prepared by the task force members. The task forces 


on mental health and developmental disabilities were to 


use this method. 


On the basis of a selected literature review, the Project 
Staff would delineate the roles and functions. The | 
delineation would be sent to the task force memebers 
and other expert therapists for review and critique. The 


Project Staff would revise the document as needed. The 


“30 


_ task force on schoo! systems and stroke would use this 


method, _s 


Avdisciased previously in this report, the selection of the 

speciality areas was changed during the second quarter of the 

project. . (October S Dasénber 19743. Thiemeank that two: | - 
- of the task forces (school systems and skilled nursing facilities) 


were discontinued and two new task forces were formed (physica!) 


= disabilities and arthritis). Consequently there was not as meh 
time available for the Project Staff.and the new task forces 
to delineate the roles and functions and have the documents | 
reviewed and critiqued as was originally planned. 
At the time when the selection of the speciality areas was changed, 
the task forces on mental health and developmental disabilities 
had alredidy sent sue henustiae to several hundred occupational 
therapists, The intent of the au ctisicices was to establish 
: ; oe 
the parameters of occupational therapy practice in the speciality 
area as well as to begin to specifically define the functions of the 


occupational therapist practicing in the speciality area. 


a 
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The mental health questionnaire was sent to 250 therapists 


working in the area of mental health. The 250 therapists 


- were selected from a Stratified sample of names obtained | 


from a computer print-out based on the data obtained 

from the 1973 AOTA Data Questionnaire. 

The developmental disabilities task force sent several 
questionnaires to expert décupational therapy practitioners 
and educators which the task force members selected, 


‘ 
= 


In each case, mental health and developmental disabilities, 
about 50% of the questionriairos were returned to the task 

ois members. The mental health task force had access to a 
computer, at no cost to the AOTA or the contract, we they 


were able to put the questionnaire tabluations on a computer 


program. 


Because of the shortage of time, the pressure to begin 

working on the standards, and the cost of task force meetings, 

the questionnaire results were turned over to the Project - 

Staff who prepared the initial draft of the delineatjon of roles 
36 
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“and functions in-mental health and developmental disabilities. 


Another AOTA national office staff member irt the Practice 


Division assisted in preparing ibe preliminary documents. 
During the first quarter, the Project Staff began to identify 
‘ , poe 

literature to be used, in-a selected literature review on the 
role and function of occupational therapy in the faatnent 
si stroke patients. In the second quarter, ‘the Project Staff 
and the Practice Division staff member prepared draft een 
ments on the role and funtion of occupational therapy in 
the areas of physical disabilities, stroke and arthritis,. in 


addition to Sesaihis the documents pertaining to mental 


health and developmental disabilities. 


The delineations of roles and functions were organized accord- 


ing to the major processes of octupational therapy practice: 


evaluation, program,or treatment planning, and program or’ 


treatment implementation. The major responsibilities within 


each of these three processes were identified based on the 
information obtained from the questionnaires, literature 
review, other expert therapists and/or personal expertise and 


judgement. In some areas, e.g. stroke and arthritis, specific 


s03- 


BT 


z 


t 


a 


treatment approaches or techniques were identified; however, 


for the most part, the delineation was rather general, allowing» 


for greater freedom and flexibility in the choice of particular 


a 


treatment methods. ; ; 


In general, the delineation of fates and functions reflects a_ 
blend of actual and optimal occupational fhatasy practice. 
There was considerable debate over whether the roles and 
functions and the standards should reflect actua | or optimal | 


oa a — : 
practice, This issue will be discussed in the next section 


is dealing with the development of the standards, 


in . 


All of the preliminary role and function documents were 


reviewed and critiqued by the Project Staff, sifier members 

of the national office staff, the task force manber, ane 
ices experts in the field. The task force members reviewed » 
and acisiqued documients in meetings and/or by mail, It was 
decided that the documents needed extensive revision | 

in ale to make the content more comprehensive, and 

to improve their clotity and vaddability. In order to do this, 


the Project Staff utilized consultants who were expert 


a * 


therapists in the speciality area and who were well-known for 


r ve # 
& ‘ 
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final documents are included in Appendix V. 


_all questionnaries which are to be sent to more than nine 3) . 


. * Ns o 
‘the solution to thé probelm was to not charge to the contract 


~ "a a Spe Mw , f t 


their ability to.write clearly and concisely. 


w wb og 
ee 
‘oF : ' 


é 


Each consultant worked a total of two to five days on 


ie 


reviewing, editing and revising the documents. No 


consultant was used in the area of mental health because the 


* . hay WE 


Principal Investigator for Part II and the mental health task ee 


fofce for the Part Il project were able to satisfactorily 


delineate the roles and functions in mental health. The - 


af . 


i 


problems encountered: ' 2 a? Oe 


The Project Staff were unaware of the federol government 


requirement to have prior approval by O. M. B. of — 7 


persons. Since the questionnaires had'dlready been sent, ©". . 


* 


any expenses‘related to. the questionnaries, 
2 ow : 


Other problems were related to the.amount of time which the 
delineation of rales and functions required on the part of 
Project Staff and task force members. The task force members 


Oa er ot tee ‘ : Bt e oon 
were notable to meet frequently because of time ‘and.~ 
= _ ‘ *. # : Py wn 


Z a 
contract budget limitations, Having to rély on mailand - | ‘ 

a. 7 : , , “a : ao 3 2 + - > be 
telephone communicatioris made’ collaborative thinking ° 
difficult. an 

2 ‘s <. F ; r a 


Ip ‘addition, ae Project Staff and an force. imagiers did so) as 


not know exoctly what type of eontent scope and depth, 


and format. for the delineation of roles and functions, : 
‘ would be the most ae as jhe foundation ond frameivark * a 


: : . ns v : oe 
for the next step of the development of the standard, 


seleg edt tuger Penang PTT a : ae nee ieee 


Similarly, netiher the Project Staff or Posk fores membiys + “ os oN) ashe, 


knew the best: possible method to delineate the’ roles and.» 3 


e 


functions. These, "unknowns" about the nature ofthe. pieduet 


and the riethods contributed to some disagreement and ee < cf, a 
{rostration on the par of F the Proje Staff a ome af the ae 


task: fore neribers, , ae 7 cs be 


, pe m 7 ; og ake on aaron : a . ig ie ma 
. Another problem in some instances was:the tehdency. for the ¢%, 5s Se" 


e ee etait and s some task force mebee, to become self | ; 


invested in their work. On, occasion, this made it difficult Ra 


wo e 


to accept and incorporate comments ‘and suggestions from” 


cach other and: from the reviewers.” Considerable time ._. . 4 
4 0° . : : : 
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and effort was spent in obtaining concensus in areas such 


as: technical terminology, definition of terms, and the 


inclusion or exclusion of controversial functions and 


techniques. 


Some of the task force members were confused about the 


purpose and potential use of the delineation of roles and 


functions. Although it was explained that the purpose was 
! 


é a 


to provide a frame of reference for the development of stand- 


& 
- 


ards, many of the task — members were concerned that 
publication of the roles and functions wouldemean that it 
could be used for suipotee einer than the intended purposes. 
Fur example, they were concerned that the document tould 
be used by the federal government and third-party payers 

a 
to determine reimbursement for occupational therapy services, 
in malpractice suits, and in legislation requiring a definition 
of occup@tional therapy services. 


é 


As mentioned previously, there was considerable concern 
i] 


and discussion over whether or not the delineation of speciality 


area roles and fungtions should reflect actual practice or optimal °* 


oy 
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practice. This problem arose because there appears to be 


some disparity between actual practice and optimal practice, 
and because there are philosphical differences about the 

type of occupational therapy services that should be provided. 
Although the Project Staff and consultants revised the delineation 
of roles and functions to reflect a blend of actual and optimal 
practice, they were reluctant to insist on drastic reyisions on 
which the task force members emphatically could not agree 

or which were not reflected in any of the reviewers' comments 
Since the scneaee of the delineation of roles and functions was 
to provide the task forces with a frame of reference for the 
development of standards of practice, it seemed unwise to 
insist on extensive content changes with which the tusk furce 


members did not agree. 


evaluation of the Methedoleyys 

The Project Staff belleves too much time was spent on” the 
delineation of roles and functions. The processes used, 
i.e. the questionnaire and the literature review, were 


probably not worth the costs in terms of staff and task force 


time and other expenses. 


o.. 
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In addition, because of the eoneein that the documents 
would be submitted as part of the work produced on the 
contract, tod much time and effort was spent making 

the documents suitable and satisfactory for publication 
and distribution.» Although public education was not 

the purpose of the documents, because they were to be 
published as part of the final contract report and would 
therefore not be limited to internal and restricted use 

by the Project Staff, task force members and consultants, 
it became necessary to spend more fae in making is 
documents as comprehensive, clear, and as readable as 


possible. 


In terns of then usefulness to the Projecf Staff dnd task 

. 
force members, the written documents and the process of 
delineating the roles and functions were of limited, short 
term value in relation to their purpose on the contract and 


the expense of time, effort and cost in producing them, 


Recommendations for revision and refinement: 
It would be of far greater value and less. cost,-to state trom 


the begining of the project that although the roles and 
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functions would need ns be discussed by the task force 
members, only “in-house" notes should be made as needed 
for reference Stiepeeeis Since the standards should be 
distributed for extensive review and critique, there should 
be - need to also send the roles and functions for review 


and critique. Likewise, no documents on the roles and 


functions would be submitted as part of a report that would 


v 


be published and made available for wide distribution within 
the profession.that is developing the standards and/or to any 


other organization or agency. 


Another possible approuch would be to have sonaultgnts 
prepare un initial written draft of the roles and functions. 
This diatt ©ould be made available to the task tor ce 
members tus discussion purposes in vider 19 assist them 

in thinking about the tocus, scope, and content of the 
standards. It is recommended that consultants, rather than 
the Project Statt, prepure this initial draft document, unless 
the Project Staff themselves are expert in the particular 


speciality area, 


o.. 
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Another recommendation concerns a question whieh the 
Project Staff later raised, "Is it absolutely necessary to 
define the roles and functions, before attempting to 
develop standards?" For instance, it might be just as 
useful to first define the expected outcomes of 
ocgupational therapy services, e.g. "What do you want 
the client to achieve as the result of your services ?" 
From the answer to this question, it would be possible 
to move to the next question, "In order for the client to 


achieve this outcome, e.g. independence in performing 


self-care activities, what occupational therapy services 


‘should be provided?” 


The next step of developing the standards would be to ask 

| 3 
the question, "What evidence would you look for in order 
to determine if and how well that service had been provided 


(process standards) and if the client has achieved.the 


expected outcome (outcome standards). 


a 


These questions will be discussed further in the next section 


of the development of the standards. 


imps 
Gi 
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Step 5. development of standards of job performance. (scope of work 


item |.f, and g.) 


a. description of the methodology: 


!) 


review of literature: 


The first step which the Project Staff undertook was a 
selected literature review on performance evaluation, 
the development of standards, and peer review. 


The literature on performance evalyation and the develop- 
ment of standards which was found to be the melt useful 

is listed in the bibliography in Appendix VI. Albiblio- | 
ytaphy of selected literature on peer review is ig} ieee 

in the packet of information on pee review, attached 


WW Appendix Vib. oti ts Important to note that this was 


not a complete, in-depth literature review of all avail~ 


wabele satan tal 


in 
Si 


Other muterial which was reviewed Included titusmmation 


i 


from health care professional associations at the national, 
5 
4 


statetand local levels. The Project Staff reviewed some 


of the standards that had been previously developed in 
‘ 
the fields of occupational therapy, psy¢hology, physical 


} 


therapy, medicine, social work, and nutsing. 


-A?- 
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Most of the standards which had been previously developed 
were process standards which did not specify the expected 
quality leval of the task to be performed. Instead, the 


\ 


standards were a general description of the task to be 


‘ performed, with very little indication of "how well," 


"how much", "in what/me", or "in what manner", the 
Pe | 
teed 


task should be performéd. It was more of a question of 


‘ whether the practitioner performed the task or not, 


with no question gbout the quality of the task perform- 


sf , 


ance. For instance, a common type of standard was 


"the practitioner should document the treatment plan" or 
"should evaluate the client". This type of standard gives 
very little indication of the expected content of the 
treatment plan or evalGation, What is to be evaluated ? 
What should the treatment plan include? How should 


the treatment plan be related to the evaluation results? 


Some stundards attempted to specify a quality level by 
steting that “an appropriate:evaluation should be done", 
or that "the treatment plan should be appropriate". 


However, this type of qualifying adjective does not give 


mudavidonce to the person who must decide if an 


"appropriate" evaluation was done. 


The Project Staff recognized some of the difficulties and 
dangers in developing standards which specified the 
elements of quality, quantity, time and manner; however, 
the staff decided that it would be ddvantageous to try 

as much as was feasible, desirable and realistic to 
include some of these elements into the standards. 


v 


Inflexible and restrictive standards were naturally to 
4 : 


ba eie ded: however, more specific standards which 
contained some iwdlicaiden of the expected quality level 
would be of more use in assessing the quality of practice. 
Ihe degree to which to Project Staff and task force 
members were successful in this attempt to specify 
quality levels will be discussed if another section 


of the report. 


discussion/workshop with consultants: 
During the second quarter, the Project Staff met with 


the principal consultant, Dr, Brown. The process of 


developing standards was discussed and a workshop for 


the task force members was planned. 


A 2 1/2 day workshop was held during the third quarter 
(January 1975). During this time, the two consultants 
(Brown and McConkey) assisted the —— Staff, the 
AOTA Practice Division staff member, and the task 
force members in learning the process of developing 
standards of pracites: The process will be discussed in 
another part of the report. | . ‘ 
meetings with task force members:, 

The task force members worked in small groups, accord- 
ing to their speciality area, e.g. standards for develop- 
mental disabilities. Four of the task forces had chair- 
persons previously selected by the Project Staff; one task 
force appointed their own chairperson, « 

The chairpersons were responsible for the work of the task 
ec: and for communication with the Project Staff and 


Practice Division staff member. 


a 
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Staff. 


The consultants held one workshop with the Project 

Staff and task forée members. For the remainder of the 
project, (January to December 195) the task forces Weld: 
total group meetings with at least one member present from 
the Project Staff or the Practice Oivicion There was only 
one meeting of one task force that a staff member did not 
attend. Most of the task force members worked on the 
project ‘outside scheduled total group meeting time, Some 
task force members worked individually and/or met with a 
few other task force members or other therapists on their 


fv 


own time and their own expense. 

There was extensive reliance on mail and telephone 
communication in order to reduce travel and per diem 
expenses. All of the task forces met a least twice; 
most of the groups met four times; one task force met 


five times. 


clarification of terms: 
One of the initial steps in the process of developing 


= ne 6 
the standards was to clarify new terms that were 


frequently being used by the ‘consultants and Project 


1 


- The following definitions were given to the task force 


- members: 


Standard ~ "something established by authority, custom 
"yor general consent as a model;for example, something 
established for use as a rule or basis for comparison in 
measuring or judging capacity, quantity, content, 


extent, value, or quality." * 


The type, model, or example commonly or generally 
accepted or adhered to; criterion set for usage of practice." 
a 
"A level of excellence, attainment, ete., regarded asa 
® 


measure of adequacy." 


Syn. =criterion, gauge, yardstick | 


"A statement which indicates how well, how much, in 


what time, and/or in what manner an individual is 


expected to perform a task. nd 


‘Guralanik; David B, (editor): Webster's New World Dictionary. The World 
Publishing Company; New York, N.Y. 1972 oe. 


-*Gray, M. "What are Criteria for Performance Objectives", Performance 
Evaluation, proceedings of a Training Institute, Bella J. May, Editor, 
Medical College of Georgia, 1973, 


Comment: "Standards may already exist in the form of | 
a job description or a list of ae to be performed. 
Caution should be taken, however, to aeveiee stand= 
ards for the level of acceptable performance. The 
sion dids must be stated in sicsiurableteies They 

. should be stated not only in terms of what is to be done 
but also in terms of how well it's to be done, how often, 
how much should be accomplished, and any other 

3 


quantitative criteria." 


Structure Standards - "the appraisal of structure involves 


= 


the evaluation of the settings and instrumentalities 
available and used for the provision of care. While 
including the physical aspects of facilities and equip- 
ment, structure appraisal goes far beyond to encompass 
the characteristics of administrative organization and 


the qualifications of health sroledsionale, 


Process Standards - “the assessment of process is the 


evaluation of the activities of physicians and other 


f 


a : ‘ ee 
"Cross~Reference", American Hospital Association. Vol.-3, No. 4 


April, 1973. : 


_~48- | 
7 See ’ 


¥ 


“health professionals in the management of patients, 


the criterion generally used is the degree to which. 
i a ae 

management of saltears copform with the standards 

and expectations of the respective professions. These 

standards and expectations may be derived from what 

is considered to be ideal, good, or acceptable practice 


as formulated by recognized Iéuders of the profession. 


Such standards may also be inferred from patterns ‘of 
i he 


+, 


: . Ta hed . 
: care observed in actual practice. " 


Outcome Standards - "assessment of outcomes is the 
evaluation of end results in terms of health and satis- 


faction. 


Quantity Standards ~ "refers to the how many, the how 


much, the number, the amount. It is generally best 
if quantity standards are stated as a range of acceptable 


quantity, rather than as ameabsolute amount. 


-A9 = 


Wy 
& 


” The following statements are examples of quantity’ : 
standards: ° . i é 
|. * writes 3-5 progress notes per week 
2. evaluates 2-5 patients per week 
a, “attends 60-80% of all case conferences withtn the 
Rehabilitation Department ‘ 

. . 4. performs passive ROM exercises at least 5-15 . i 
minutes per day with each assigned bedside *. 
patient — 

‘5. writes 1+3 treatment plans per week | 
64, evaluates, plans and implements. treatment programs “2 
for 25-30 patients per.month." : 
: a “Quality Standards - "refers to the how well, the 
appearahce, the aceuracy, the error rate, the results . 
ee 4 . 
; _ obtained, 


The following statements are examples of quality 


: “Nine 
standards: 


|, * no more than 5-10 errors in evéry 25 muscle strength 


evaluations 


2. treatment pla s are sufficiently accurate; the 
instructor makes fewer than 4 changes in each 
treatment plart . 
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sPuden t makes few ertors in teaching patient 
fressing techniques. The scent is corrected 
no more than 3 times 


4. written reports, treatment plans, progress notes are. 


written so legibly and neatly that not more than. 
5 out of 100 must be redone ; 


5. at least 75% of the time, patients are able to follow 


the student's direction, Patients do not make 
mistakes, become confused or irritated because of 
the student's.instructions ~* 


a 


6." student establishes suffitient rapport with pati ents 
so that few patients gémplain about the student's 
manner of attitude 


7.. no patient is ever r-sSiioutly harmed by what the: 
, student does.’ nb eo . 8% 


} 
' 


7 . 
4 a 


Time~-standards ='"refers to the how soon, the time within 
‘which the ‘task should be started or completed. ~Agein, 


‘it is usually best to state the time as a range, rather than 


as an absolute amount. 


_» The following statements are examples of time standards: 


“1, within 24 hours of feceipt of patient referral, the 


‘student has reviewed the patient's medical chart, 
and has completed an initial interview with the 
patient ‘s a 


~51- 2 


noe 


2. treatment plans are wesnclee! within 2 days after. 
pevalualton 1 is completed. 


ae initial svelestion note Is written in patient's 
record within 3 days after receipt of referral © 


4. - all accident reports are submitted to supervisor. 
_ within 2 houts after accident has occurred." 


: Method Standards - "refers to the manner in which the 


eae task hawie be dona, or r the method whteh should be 


. 


used, or hoi the task should be performed, 


The following statements are examples of method 


standards: 
gv 


|. .the student writes legibly 


~ ; 2. the student speaks clearly and distinctly etn to 
pe ” ~' be easily understood a . + Ge 
= ie S a 
: 3. the student uses its Denver Developmental Test! 


battery to evaluate the child's level of development 
4, the student always locks the brakes on the patients 
wheelchair before transferring him from wheelchair 


to bed 


5. fol lows standardized procedures for eva igorns ROM 
as outlined in the procedures manual.’ ut 
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5) discussion of process vs. outcome standards: 


“" From the.very begini 


discussion on the advantages and disadvan tages of 


developing. process standards vs. outcome standards, 


One_of the problems with the process-oriented approach 


is that it may allen the qua lity assessment process sind om 

the re-certification program to lose dia af tie ale 

ag et - the “client, Reve of fecueing on the ultimate . 
ee eal the client's benefit from the service, the ces - 

\ . , oriented a pproach focuses on what kind of services the | 

| client receives. Another potential divodiehs age to 

process standards ‘is that they fay tend to stifle creative 


experimentation and research with new treatment methods. - 


i ; 
ot 


On the other hand, outcame standards are difficult to 

state In sucha spectiic manner that it can be dieing and 
easily ee ee that the élient did or did not achieve the 
expected outcome, In order to be usable, the outcome 
standard must be stated in such a way that the therapist can 


document evidence of the client's achievernent of the outcome, ~ 
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ng,of the project there was extensive 0-0 Mans 


Stes 


if the oufcome standard was achieved. Accordingly, the 


a 


use of odtcome standards requires that.a therapist must 
ca fs : . ae 8 


rd ee . oo ; . “a 4 
leayh a different type of documentation; e.g. the documen- 


hatnonyet outcomes rather than process. - 


Another problem arises over the question of the relation- 
ship between the client's non-achievement of an out- 


: 4 


come and the therapist's lack ‘of competency. Since’ .?} 


many variables can affect the outcome, e.g. client! Ss. 
\ 


- ‘motivation, Finan ciel status , family. letlopihige. ae _ 


“types and degree of health problem and age, ‘and since 


iy 


there is not sufficient research evidence on the relation ~ 


ship of client achievement of outcomes and practitioner — 


competency, it would be difficult to deny re-certification 


to a therapist whosercli ents do not achieve outcome 


standards. sO . a 


This same problem holds true for the. use of process standards — 


hs the basis for reecertification,.” Without sufficient . 
ee gS 


research evidence, who is to say that therapists who do 2 
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_ pot met the process standards are less competentand . > 


should be denied re-certification? On the other hand, 
one of the merits in the process approach appears, to be 


that since process standards are statements of what 


Fa 


occupational therapists consider to be good or quality 


en 


epecupational therapy practice, it would seem ta _ 


follow that a therapist who is not providing these 
quality services should not be re-certified. = 9° | + 
‘ id ; a 
4 . / . ‘33 Ale 4 


P . ; . 4 a t . # 
This discussion of process vs. outcome standards points’ 


lo the fact that the AOTA must be extremely careful 


_in_the design of the re-certification program... The cu 


— 4 
re -certification program must use policies and procedures 


which protect the consumer, are fair to the therapist, 


* 


and.are legally defensible, 


Therefore, until solid research evidence is available 


in 


on the aj aie of process and outcome to job 
competency, one approach to re~certification could be 
to establish a policy that re-certification will be given to 


those therapists’ who are satisfactorily participating in an. 


we? 


| 


F ¥ ee 2 : , 
aod. ae e : ; 


\ 


# 
a 


‘on-going quality assurance program using a icombinution 
of wintee and outcome — in a chart aes 
review program. Guidelines cis proesdices could be 
developed ta identify satisfactory participation ina 


qua lity gssuran ce program. 


t 
\ 


\ 
In summary; the Projact Staff, and most of the task 
force members, consultants, and the Coordinating 
Coniites: members agreed that since ane of the principal 
purposes of this project was to explore and develop a 

. methodology for the development of standards} that we : 

_ should attempt to develop both. process and outcome 

is standards. Also, since we were not sure what type 

a f'stondarde would be make for re-certification purposes, 

we concluded that the development of both types of 

eo standards could be helpful in eventually making a dieticios 

on what types of tepaande would be useful in.a re-certi- 


Yee 


fication program. 


, ¥ at _ Fao duty 
6) discussion of actual vs, optimal ptactice standards: 


a: 


th . Another decision that had to be made during the 


development of the standards concemed the question 


Bea 


a) 


; 
v 


of whether the standards should reflect actual practice 


= 


or optimal practice. 


While there was a strong desire to help improve the quality 


- of care by developing high standards, there was also a 


concern for the practitioner who will. be trying to meet 


the, standards, Until there are enough continuing education 


resources which are relevant, of reasonable cost, and 


easily accessible, it does not ae reasonable te expect 


O 


Pennoni to provide services which they have not 


ee ‘ 
ie * 
; : 
; : 
‘ : 


been hained to provide. ha, 4 


‘ 


. Although the AOTA standard for accredited ‘educational 


 ¢ 


programs reflect optimal occupational therapy practice, 


e 


the theropist ihe will be participating in the’ re- 


certification program will have graduated from an 
education pene at least five or hore years ago. This 
riedins that although educational programs-have cantinual ly 
updated their programs to reflect optimal practice, 
therapists may not fave had the same oppotunity to do 


so, except through local continuing education programs. 


™ 


“ide 


“f 


- re-certification program. 


ad 


ee ; S 


Participation in graduate education js beyond the 


financial resources Pi mat 


tot hior s reason for not I developing optimal standards at 


this time is ‘due toa concer that if — stageards do do = 


not appear reasonable and achiévabite 0°the practitioners, ; 


‘the practitioners-will be reluctant to participate in the“ 


‘4 


py, a 


After discussion of these points, a. ‘déctéton was made te te 
«Bak 
Mia to develop stodards which reflect an acceptable: 


level of practice rather than an optima level of 


- practice. Since the intent ts to periodically up-date 


Re 


“the standards as,practice improves, the standards should. 


lly reflect optimal practice. 


fidentification of characteristics which the standards 
should have: 
With|the assistance of the two consultants during the 


ql 


workshop meeting, the Project Staff and task force 
| 


members determined that the standards should have. 


_ ~ . the following characteristics: 


relevant ; =, wi teed 6 ; 


. understandable 


. measurable 


‘ag » behavioral ee ee - 
+, achievable ° 


a : " . wig 8S ‘ . a 
rag eS P iatajee ec oe 4 Ps Pe . ae, 
i ee yo + 
ab ; 


Daring the + time: pitch the Project Staff ond. ithe, task forge» 


; er) on the stander, the stondards were pertodically Fe ag es = 


oa -reviewed to determine how well inay wereymeeting these 


te , * “characteristics. Revisions were made seesrdtiglys _ i o4 
» a ‘ in ‘ ; ay oe a : 
i ay _ = 4 ga . He i 

a ; aw : uf . ay | , 

" _ |. g Prepdration of initial drat of the standards: ook, en 
: : : 3 
4 


“the basic method which the Project. Staff and task ies. Oe * . 


“ ciembets ‘used was ‘oup p discussion with ai “least one 
; v4 


person ‘recording signiflean points on a flip chart or 


, ie he #. other: paper. ‘No éoceitfe group process tiutques such, 
. ae ! ¥ ; 
as brainstorming or the Delbedg technique were-used, 


! 
i 
i 


Although there were differences in the dynamics of the 

group, the task forces hasically used the same procedure, ~ 
" 

with some variations in terms of sequence, « : ‘ 
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; ae . S The general procedure used for the development of the 


/ process standards was as follows: 


id F * 
ae vo) the gualitigs of. "good" practice were identified, ; 
: | 
: “hee. e\ rything that a therapist should or should“ . 
not ie be a given’ diient: was listed; from this list, 
: F F e 
_ ae *» the eli esianiial and critical tasks. that a -orapnd 
‘ | must or should S ioiwed identified, | - 
; - é cate b) these tasks were’ groped according to the categories at 
| of the tofal précess of prictice; ain occupational 
i, * * # therapy, these categorie wera Lovlvtton pr program. 1 ass 
-_ ___ ‘planning, and: program inlementation, m : : " : 
- a o) the tasks were arranged sequential lyAwithin eg ch 
- _ "" eategory., oo . a ener a : - | 
‘ % \ ‘ | * — i 
. he om: ~ i) the list of tasks was veviewed: duplications were oe 
e Sy tae a deleted; missing tasks were addedis . a a 


| ; ‘e) as much as possible, the tasks were written $0 thi a 
| the task statement included di indication of how:%t 
* | . - 7 well, how much isin what manner, anor in a. : 
— -60- 
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. s to parform the task, In 
2 i 7 van oe (Some cases, these elements were not included in 
° a : , : : > , "s yi : 2 * , “e 3 
i - task statements because of a concern that the 
: ' standard would be too rigid, 
_ Technically, a stahdard does not have to hdve these 5.» ° : 
elements, It can be sufficient to simply state the . ee 
oe. a - 3 _ standard as G. task that must be. performed, in@o yy s 
2 es ihe therapist must document the freatment plan" TRE 
bee vies Hee ee, eS 
wee : ips ‘of standard, i ossuied iy simply determining 
: - ee ae 7 : 
, . ft st itt ys 
r ie if the therapist performed the task. Howangi A Bs oss 
stated previously; this type ) stondard does not ac 


Hee $ " : s ‘ 
: 7 ‘ ‘ : 
> i . » = 


give any aueetnes for determining whether: fithe hed »\e 


. j Saye ey 
, >, Ee ens 
rr a ment plon was well dons! or not. : * 
“ot os? Saw i 4 SSE ae . : : * : ae % WO eat 
: 7 : _ 
| fh the standeitds were e reviewed byt the task force | co 2. oh gees 
members and staff to’ determine if the Bandara had - a as : 
i the ened eee a being relevant, under. SaaS 


— : -6l-  #* 1 : : 
GO. : 
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The general procedure used for the develapment, of the outcome 
“. standard’ was as follows: 


ve ‘ 


i oa a): the problems which were common aiid which required 


Se eS 3\ 3 Saat” ‘Secupational therapy services were identified. | “oe 
; we? a = “s = : 7 : . wate, ‘ oad . 
: = b) “the goals or + objective were: pated! fy in ‘relation +0 


ae 


ie = 4 


. . on al - oe seach problem. ; ‘These goals became the: expected Be 


PAG Pee ee en errs 


are : OF ee a 7 ee a , ait. OF 
ae d) as much as possible, the expected outcomes were 


“ee . ae 3 written: so that the’ statement included indication of © 4 


how well, how much’, in: what rharw ey ; and/or a 


- eee % ai 
wet 8 : 2 : Py a te 


in: what time the client was to achieve the out =. 


ae 


come, - Again, like. the process standards, this was 
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- : = . ? : ae Le . : ‘) 
not done for all autgame standards, because the 
aR : . oe + : . aa 7 ; : v 
_ task force members“fhought the standards would _ 
be too rigid wr would not always be-applicable to) aT ots 
, calliclients. 9 0s , 
i? : ° 2 . one * : ‘ " ia , iis * 


. bende. hE es si. ti) “athe standards were reviewed by the ‘task force : 


members, and staff to, determine if the standards — 
: were rele vant! understandeble, measurable, . : 
oye - behavioral; bit achtewsble, ‘Revisions are 
on | ate a a » - Ptah ae 3 ef . S: 
. OP. af Oy. a ? _ of A ‘os : oe = ; . . o Fag 
made asneededy 9 ee 
pee : . 4 4 : : 


a eee It is impectant tonota that jn the Say sage of oe 


- project, ‘ne staff ond task force members were felatively. i 


ee | unskilled_in these seveaduiess therefore, paces the 


oe steps were performed nore uccessfully tl than others. the a 


a ae next. Step of having athe inesapieh critique the standards ee 
gy San, i ea a - ta oe 
- see td be an extremely itportant arid jaluable method ° -- 


; . a “of identifying errors, missing items, areas of confusion, 
we as well as areas af agreement, | 
9) _ critique of the standards by other therapists: oo 7 og 
a % . * i o is oar 
-63- o . 
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"As edeh tase" ‘Force compl sted nee in iti al dcath ol the, 
standa rds and jal subsequ ently fevited i fs the Mo - 
ali were sent jo oak therapis ts oni jean The i nk? 

: ee ie as for islceting ; 
tiferap lets to él tique the cae ocee : . | oo, 
_ the relec tion of expert therapis ts"who were! a 
binéviri penal yoy i maken ater 
: ' nd 
| b) . the selection of” theropisis who were well known ie ‘ 
. : . for hie eg —— ality area, but vino 


aan ri Pe |: 2 , 4 
were not hecessar ees known personally by) task i , 


9 - 
ipe dal: interest: group, er ge the Sree 7 
- disab isties ieeets | Svea group. 
- a ‘ 1] . : 
: i 
the selection of therapists who. identi fi ed them - re 


- selves as being in the special ity ar ee 


a 


hy n ; : 
health. | This in format ion was ‘obtotned from’ a “omar ot 
af F = 2! 
2 ae ' . fi be 
+645 
: 7 


0.8% m eri 
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. 


print-out based on data available from the 1973 


AOTA Data Questionnaire. . 


e) the selection of therapists who responded to a 
notice in the ACTA Newsletter, indicating 
that any interested therapist may critique 


the standards, 


The therapists who were asked to critique the standards 
Dy 
hy 


received the fallowing items in addition’ to the standards; 


é 


a letter of orientction tothe project, the deadline and 
instructions for the critique, a glossury ot terns, and 


s 


a stamped, self-addressed return envelope. 


Fir the this] part, the reviewer “2 responded en Hine and 
with many comments, The reyvest seemed tu be tavorably 


received and the therapists were quite willing to ussist, 


e 


anulysis of the reviewers! critique, tevision of the standards 


. f 


The critique, analysis, and revision phuse of 


of the standards was a continuous, cyclical procass f 


* 


Zs 


March to December 1975. The critiques were analyzed 
and revisions made by the staff and/or task forges, \ 
In some cases, the critiques were returned to the staff, 


who reviewed them and sent the comments: to the. task , 


' F . ; 


force members for their use either individually or at’ the 


next task force meeting, Im some instances, the staff ° 


ce 


sf 
& 


i 
e 


revised the standards and sent them to/thectask. fork 


; members for review anc comment. Ins othé q 
Sree an 
: P : Pot SF, . ar 
member of the task force or the chairpersdiw'recei ved the. +: 
m «s : ahs 
aM Ma a m Sad 


ee =La Ske fh gee . a oy ae 
critiques and was responsible for sumrnarzing, the. comments 


in preparation for the next task force meeting torevise; 7 6 om 


 f é 


the standards, 
During the lust review period, August - October 1975, C 

t... 
evel two hundred reviewen relumed their critique of the , ‘ 
standards to the Project Stuft for review, anulysis und 


é 


revision 


Ity gencieal, the ,aviex cia. Otmbenths were yulle tavorable; 
oe however, there were many suggestions for revisions of 
content, terminoiogy, Format and organization. Many te 


reviewers felt that the standards would be extremely 


co 
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useful cs guidelines for planning new programs, 


educating other health care personnel about occupational 


. : = 


therapy, and for assessing the quality of the occupational 
ae ae 


ry 


therapy program. a 


critique of the standards through a chert audit study: 
a) pilot chart sia study: 
From March to July 1975, the only method used 
to evaluate the standards wie an Varm chair" 
review of the standards by other therapists. 
The reviewers critiqued the standerds on the 
basis of their own lewiease, expertise, and 


judgement, 


- Toward the end of this review period, the Hroject 
staff discussed the possiblity of conducting an 

“empirical review, asking therapists to use the 
standurds as.they were intended tu be used ina 
recOrd review ot Chart audit progiam, The Project 
Staff met with one task force and slennied asmall, 


pilot char? cuefit study using one set of tiie standards. 
I y q 


ss, 


eo .. 
ERIC 


a 


The four members of the task force reviewed, or asked 


other staff members to review, a minimum of ten records 


‘ 


os 


or charts. 
F 


ee iM urpose of the chart audit stud the Project 
Pp y Ul | 
418 


Be decale ed a data abstract from which the 
we ; i ; 4 - 


therapists could use to record whether the standard 


ae ei 


was met or not neliongtte ‘yecord | whether the és 


Pe 


* / 2 ‘apes ae 2 - oe 
“ theropisiiathought the Stayjdora wae: relevant, . 


understandable, measurable, behaviaral: and 
achievable. 

—% 
The task force members summarized the comments 
obtained From the pilot study and the standards were 


revised at the next task force meeting. 


[he results of the pilot study indicated that churt 
audit was a useful procedure for.identifying areas 
ye of confusion, inaccuracies, and duplication, 


b) chart audit study with all the standards: 


I") <) 
U ry 


o.. 
ERIC 


a 


After the pilot chdrt audit study was concluded in 
September 1975, the Project Director requested and 
received approval ee a three-month contrect 
extension in order to conduct a full-scale chart 


audit study with all the standards, 


No additional contract funds were requested, 


- 


because the Project Staff believed the study could 


be conducted wit ithin, the ong contract budget. 


coal were é held't to: a Iminimum a relying on mai 
" 
rag oe 7 we ro 
and. telephone commenivation, “No individual 
ay ’ e : ‘i 


For group’ meaatings.» were held with any of the task . 
force members or any ; otha particisant in the chart 
audit study. 


Print to the development of the pilot and the full- 


XN - A 
scale chart audit studies, the Project Staff collected 


information on chart audit procedures and developed 


a packet of informidtion on peer review procedures. 


(Appendix VII) An {her staff member who was 


responsible for the AOTA -PSRO program, assisted 


the Project Staff in gathering information on 


LT 


the development af standards and chart audit procedures. 
as The PSRO staff member also worked with another 


consultant, Dr, Donald Dennis, who had extensive 


experience in designing medical care evaluation 


a 


studies; -- 


All of the standards were converted into a data 
abstract format, similar to the one used in the 


pilot study. The data abstract form included the - 


standards, and a section to be used to evaluate 
each standard, One of the data abstract forms 
used in the chart audit study is attached in 


Appendix Xe 


The Project Staff used the following criteria to 
af : 
select therapists to participate in the study: 


t 


experience with chart audit procedures; experience 


with the development of stundards, and ur recognized 


e expert practitioner In the speciality urea. 
= man 
r 4 
v4 
-70- 


@.. 
ERIC 


o.. 
ERIC 


FullText Provided by ERIC 


A total of forty-two therapists were asked to 


participate in the study, Some therapists received 


ya 


standards for more than one speciality area and were 
asked to select additional staff aenbek to participate 
in the study, In this way, each set'of standards would 
be evaluated by a minimum of ten thercpists. Each 


therapist was asked to review a minimum of three 


charts, 


The therapists received a letter orienting them 

to the study , a set of instructions with a 10 day 
return deadline, the standards, the data abstract 
forms, a stamped, special delivery, self-addressed 


return envelope, and a stamped, self-addressed 


‘ 
reply card indicating whether or not they would 


‘participate in the study. The therapists were also 8 


instructed to call (collect) the Project Director if 
there were any questions; however, only four : 
persons called. 


ay 
ac 
the 


A total of seventy-one therapists participated in 


the study; 17 data abstract forms were returned 


he 


for review and analysis by the Project Staff, A 
few therapists did not have ra to participate 
- in the study and some snenagists were able to | 
complete only one or two date abstract forms. 
The lack of full saritelpation was probably due to 
the short amount of time available for the study 
(10 days) and the fact that the study was being 
Pi srdieted right before the holiday season, Due 
“ofa problems in mail delivery, some therapists did 
‘not receive the material until after the deadline b 


date for return of the data abstract forms, 


lhe Project Staff reviewed, summarized, and 
onulyzed the comments received on the standards. , 
The standards und the datu ubstract froms were 

« : : 


revised accordingly. Becuuse the stahdards were 


to be immeluded in the final report tor the Part | 


section of the contract, there wus not savtfictent! 


time to retuerthe stundards to the task torce members 


for their comments and recommendat iuns, however, 


this was done at a later date, 


e.. | ; 
ERIC Stn 


The standards will be submitted to the AOTA 
Delegate Assembly for their approval. Approval 
by the Assembly will make the standards official 


AOTA standards. 


problems encountered: 


ie 
can 


One of the primary problems encountered was 
a tendency on the part of the Project Staff 


and task forge members to lose sight of the fact 


i 
ate 


that one'of the reasons for conducting the project 
ae ; 


a 
\ 


was to develop a methodology for the develop- 
fae of standards of job performance. There 
was a tendency to focus more on the develop- 
ment of the product rather than on the process. 
Although attention was paid to the process, 

the Project Staff and task force members did 
not utilize o standard procedure for recording 
and evaluating the process. Although the Project 
Staff and task force members were ahtecto fe 
document what process was used, it would have 
been useful to summarize and document at 


regular intervals the process that had been used 
7 ~ 


canal 


i : . rr 


st 
a 


why 


o_ 
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during each stage of the project. 


.f 
a 


A related problem was that some task force 
members expected aensrete , specific instructions 
a a oe : 


on how to develop the standards, instead of 


X ye “ 


realizing that one of the purposes of the project 


was to develop such a methodology. ‘Whén = /. 


a 


neither the consultants nor the.Project Sfaff 


wv : 


gave detailed, specific instructions,-some task 


Force members became frustrated with what 


seemed to themasa lack of direction. | 
Although this was a problem in the intital 


stages, each task-forcerwas able to overcome 
* 


this problem and: complete their tasks. 


Dume vether problerns urwse bacuse of a lack of 
af 
clarification and understanding regarding the 


respective roles of the task turce members and 
w ts) 


the Project Statf Whereas the Project Stutt 

viewed the task torce members as being 

instrumental in the initial development of the 

standards, the Project Staff did not view the 
78 : 


ihe 


Bigg 


Manet 


se 


avin 


task force members as having the ultimate 


? 


responsibility for the content, format and 


a 


eminalay of the standards. Because the 


Project Staff were responsible and accountable 


i r é 
for the contract work, they vigwed. themselves 


as necéssarily having the Ultimate responsibility 


for the quality of the work performed on the 


& 


- contract’. On the other hand, some of the 


task force members yjewed the task force as 
having the-ultimate responsibility for the stand-- 


ards. Some members felt that siace they were 


. s 


selected for their expertise in the area, then they, 


d'fiave the final authority. 


af 


as the experts, shoul 


+ 
& 


Some of the task force members telt. the Project 


statf were making chanyes in the role and 
Function documents and the standards simply 


at their own discretion. 


i Ong the other hand, thes Piuject Staff ineaddition 


to feeling first-line qecountability for the project, 
oe Cae 
also felt that since they ware reviewing and 


analyzing the commeats recaived by hundreds of 


vo 


EN 


ay 


@ 
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reasonable revisions of the: role wad function, 


therapists, that eins, une staff) were able to make 


¥ 


= 
a documents and the standards. iN amie and - 


“contract Funds, would havé! permitted m more: 


task force meetings, it would hawe been 


ie 
A 
a 


desirable ta hgve dll revisions made or reviewed 


by the task forces; however, -tima and budget . 


’ 


constraints did not allow for this in all stages of 
* 


the review and revision process. 


v . 
a 


. Some of the other problems encountered were 
i ” 7 ‘ 


ated to the difficulty in developing specific, 


jbut non-rigid process standards, | some cases, 


the quality elements ofegerfurmanse weid incur 
; 2 a 

porufed inte the standards, but in athe instances 

this was not possible because tha afandard would 


be too intlexible. 


Similar problems Giose in develyping the votcome 


standards. For the most part, the Outcome standards 


were general, rather than specific, because the 


ae 


& 


staff and the task forces had @rett difficulty in, stating 


She 


GD 


o.. 
ERIC 


ed 
F a 
4. fs 
* 
LY 
P 
a 


‘oe 


+ , ; : . 
oe . . * 
ys * “« 
theButcome startdard in such a way that it would 
be achiévable for mast clients and measurable. 
The chart audit results, indicated that most of the 


‘outcome standards were not measurable. Therefore, . 


in the final version of the standards all the outcome 
standards, except those foratthritis, were. 


eliminated. | 


ih 


iy : : . ee 


Other problems were due to the divergent paints 
of view regarding thetheory and practice of 
geciecnional therapy. Some. therapists ascribe | 
to the medical model of occupational therapy 
practice, others ascribe to a heslihfecocenien 
Model. Iheag different pempe tives uecounted fur 
some eaniliets aver whether the standards should 
reflectan emphasis on services for the reduction ot 
sathelogy or on emphasis on services’ to increuse 
the client's ubility to function in his or he: 
_occupationa | rgle and paviconmbit A compromise 
solution was te i yr, ‘gs much as possibile, to 


incorporate Soth points of view, however, because 


~7 7] ~ 


o.. 
ERIC 


ae 


ss 


oe) 


swtl® 


: ater dards are categorized according to 


[th conditions, some therapists may automatical ly 
stassume on the bosis cf their first impression 


ree” 


i 


: Fi 
that the standéeds reFlect only the medical model 
i 
; ae “woo r 
mespective ? . a 
: : : ey eas : 


} n 


a 


¥ 


“A few problems were encountered with the full-scale 
chart audit study. One problem was che short 


amount of time (7- 10 clays) avai lab) efor the » 

therapist to review the chdrt and to return the ie apy ti 
cla ta abstract fors . Conseq ven tly, same the ma pi sts 
were notable to participate or were cnly able to. | 


cetutn one or two data abstract Forms. 


Avvwther probl et te velaul ton te the chert audit 


shady cencemed che method used tu record the 


2 : 


hempists* reactions To the stundurds, |e. to 


Indica le whether the stamdand was releva it, 
A 7 - 


oe 1 


un ders lt ndu ble, + neéosu7a ol e, Gnelachteva bbe. 2 vag ne . 


Seme therapists did not cleus ly Valens fond the 


a 


wtp 


at 


Abe 
. “y ~ Aother‘problem' was s that the zoluiont used: tol" ae. Sa? 
ar ae oa & ‘PE os af's ‘ 
: ‘ : sa z ae \ é 
es z 7 7 mS er ee = ee no ee a . i 
a. os ragord the therapist!s reaction to the standard 2 - 
was placedeon each page of the data abstract form’, : 
ae ef itself; therefore, some therapists became confused 
a. ‘ae -over what:they were supposed to evaluate., ‘In : 
he ee ee ee a ek 
7 cc ne cases, the therapists tied: fo recqrd their - ‘ 
e, a “-evalyation: -of the chart content rather than the 
ie : : ¢ eA oe a 
eae a rr ce coritent-of the standard itself: 
7 2 eg . ; A : a Pe ~ _ ; ‘pe 
: 9 = me ‘. a ‘ je 
™ e. evaluation of the mothodologf oe sett ww 
ow a 1 = ca! eee a Ae "a 
_ The process and procedures eeserized | in culiahip: _ 


Ey | “one: through eleven (page, $5272) ) were useful in 
: | 4, 7 mer producing the desired aie the exploration and : 
eo Yee - : _ development ofa methodology to develop standrds ome 
. ae of performance; the actual development of * | 


oy : 
t i = = t 


= . ; : i wo . «pe: . . 
i 2 standards of performance in five speciality areas. 
of occupational. therapy practice. . 
at o ’ a % es a 
sie ® i ue ‘ ie , : % if , 
Ve . There were.a ni er of problems encountered, 
. a _ as outlinéd in ‘the preceding sa the report; 
* however, for the most part,. the problems ‘were; : 
a : satisfactorily. resolved. . ig 
7 * : iz . 7 aan ca : ri a 


Bee fs et we FF Oe ee 
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‘ ; ‘ “e ; a 
¥ The, ‘lime 2 detéemi inat ticin of te effectiveness va = 
of the ‘methodology: anid ‘he quality of the s : 
. ; ; will be’ the degree to whick aiken denon and/or oe, 
— groups can n sarigacterly use the methodology, and. , oe 
‘pe r Ly $ . x 
et she 
a cree the deiree to ‘hich: the standards are accepted and 
| : re 
~ used by occupational thorapists. Naturally, this will 
‘ : to < “gee : : es “hy: eer 7 3 ‘ - wt 
ie, tee ee: Shave. to be determined ata. later point in time. 
‘at? * ie 7 * < Ages se 4 a ‘he ; re me 2 
4 : ‘ , i : _ : . 
_d... recommendations for revision and refinement. 
| The Proféct Staff: recommends that the following . oe 
; r i ree - : ap 
; _ gefinements be made to enhance the methodology: a eG 
; og 4 F z 4 ‘ oe woe i a 7 a y * s a , é i vs < , 
; ee ae 1)" if consul pare‘ used to epnduct a workshop ome 
. ab , “ : ‘ ee : ne os . : °, ua 
ee ee ae eS “the pros of veloping sfapdarde: havgihe es ; 
es e eo ee, ee ae ¢ 2° oe 4 
a ' copsultants prepare favtitten, ‘outline of ? * 
ee ; 
‘ : oe Se > ; ha > 
a ae: os _ Giatroctiond which the Project Staff.and eg t 
- . ee oP .. ‘ . : . : . nae : ; € 
> a , force members, can use se atte the e 4%, 
if ; workshop." meee a a, e = _ 
oe a : ; \ a, : . 2 ; : we : ; si = : ay 3 ’ 
2) if task forces are used to develop the standards, 
7 _ oO — A obtain: concensus on the respective roles of the - 
a, ‘ ne . _* ee . . : ae 
task: force members, rask force.chairperson and’ 
5 _ oe bo? “the Project Staff. The afeds of responsibility and. 
: ; ‘ Rt. ; a : ea 
se 
oe! 
- : a iY ae 7 “3 
o. e 
: o , : po ee 72 — . ! a ae ee 
as : es — “ = : : A eee tarde ee nee eere hag see 
EC. ef Be ae 
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a ge re ag es HE 
a 4 Fj i “ 
aa 7 : a 
. : 4 ne 
. + : ; Sw. leis : : we . , ry , ahi ; vs ; 
; 3) if task force at are held,*always have‘one 8 
‘ : a, eee: 3 ‘ . ee og = ; Le 
; 7 _persori present who represshts the gapup which j is 
“ ‘ . At 
» i@ ‘responsible for planning ; and coordiniating the = a. i, 
re dalelognent of theytondards ‘Otherwise; at ap 
& 7 : Zi i 
tbs Peat, i. oa 
: sn : unless detailed written, reports are received from: ne 
¥ is . a 
=. we Pe ee task, fares, it is 1 fiat for, the Project Staff ” 
nye fy 3 on i 3 al 
. . on : ¥ ' aes ae 
’ : eS * : ames Fe ’ : 
to be fully informed about the task fovea s works, : “a 
a a y ay chee a _ aes ae tee ; . s 
. . am # . By ‘ . a) ; ee | 
", , : “ : ow ,* - ay , 
a “y 


if task force méetings are yheld, explore the u use 
: &y 

“of specific group procedl techniques such as brain- a 
& ve : = , : "Fe 


fa) 


& a 


a ®% ° storming and the Delbecq technique: 


| 
‘eS ci 
‘ 7 PA . 7 o! - *? . 
yen” & 5)". if task forces are used to Aavelop standards, 


2 . ee : provide written instructions for'the devefonmiant 
ee ee eke ; , < : a, 
i of the standards, provide written examples of 


standards, and send each task force copies of 
the standards being developed 'by all the other, . 


ane ee re: task forces. .The Project Staff-should’ ‘ 
a ; 2 . F ; 
ee Bae : ~B1- * 4 
a” Td : ef : 


a oe 
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; et 37 
fo oe s 
® 4 : a ' fa . , 
aa, goes : ‘ 
x os 
in 
1 
.t : y 
ba : ra ' n 
- : a 
: . Poy 
: . 
in he a 
‘ 
. + 
A. 
3 gh . * * 
i “+: 
+ 
re 
a ; ; 
i. ' 


“if other practitioners arid educdtors are. asked to. 


& toe 


. review and-ctitique the stanfarde,. request them , 


tq return: their comments with their full nathe 


and address attachetl.. This allows foran — - yr 
‘ = —_ 7 ' . v ie wae 
Be ett — We eas oo, 
easier process of sending q gers letter, 
‘ a , # ; 
of gal fo dee participants in the review te 


: process: The follow-up letter i is probably an. 


si 


Aad 


ne lier: aoe fipeciant élement i 10 niintaining the. degree : eee % 
zs 22 = . : - . ik a ‘ey ‘ - “% 
‘e ae, ge Pe gee he which participant will be willing to fake hcg © 5 * 

a : ( | : 2 : ae z ay Pane : re. ae 
. oe ate part in ps studigh.” as 


Ca , 
, a : Py é 
: ’ ¥ . . 
: 7 : &. is pod es fe 
- we ry ae 
" ry &. =. 2 ’ 
« ¥ r,) * ‘ 
* t : “¢ . te : . 


., eo ‘8  ifa chart audit shad is conducted to evaluate. ¢ . 

| ; i ie \ : , : ; me : . 3, 

ge as ihe slanedraey use a.separate form for the evaluation: ° 
; 4 7 


- a of the stand do not incorporate . the evaluation: . 
: . = re rm a Z 
form into therdata: abstract Form used for. the’ 
%, : Fe rs : ‘ 
ae record review or chart audit. ‘Define the terms 7 
; _ ‘ ‘ sine > ae = z : . : : 7 = * + : 
* . »- used to evaluate the standards, j.e., the terms © ® 
0 % 4 ‘ Bog : Y : o . ; Z - * 7 & 
ce . . -- “relevant", "measurable.’, "understandable", 
J ‘te, Shag ee -  * and "achiévable". ‘4 & e 
ioe a JF oo, 4 # re P 
¥ ¥ 
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ieee eR RE 


FE 


- ‘ - : . 
vid i : 
av we 
" ’ ae minioum of threguweeks for the receipt and — 
: ~ ie 
i oe 6 2 as ee return of the matey als. Allow the participants: 
a to use the client's earn recoid/chart, . : 
pve “pk > ha ae ic “ar : - . a ane 1s . , ? 
es Oy oot as wellas the therapist's internal, a4 
. ‘ Po ; : ; 3 . . - ie a ; pr Ee 
7 bees - departmental recotds , _ a ae 
, a é 7 . 7 ; . : = 2 an ea. * By 
= “ : : os 7 a ‘ a " . : i 
. 9) ifa. raha oudit study. s.conducted, ask thes: oe 


cos ede ae paiticipants to 5 jndiccite fein not s+ understood; a a 
; ‘ : ‘ €; , +” = a . we A . 4 Re * _ 
Bo MES _ = ee make syagdstions ‘on changing ay standd 


eo VOM L i with Shidh they do riot agree or do sok 


ihe . ; + | % 
a vw | 

OE gee Be ai ae & Bay ie 
: imo og ae ree ce : : ; 
ae Be, ee OP undeistand: “Ask them to not only sae 
o, 2 Oe 4 ‘ om % x wl 4 
. a Fa a : ’ te f q 

a ae = , where sfongaes are. soci, but also to réccrey . 


. . : | ae. : * | : what the > change should be. Ask for apectfic’ 


2 wt suggestions For + werlng/terinology. ( 


re 


Me 


The Project Staff also has the following comments regarding future | - 


-" -ephtracts oe o k 


ix oa Y) the monly report were more ‘useful to the Project : Hf Sigs 


. i; te u, t+ 
a a Stoff than quarterly reports, This reporting, change om 


\ 
was made in the third quarter of the contract and — 


, ” 


- _— | proved to be very helpful. The Project Staff also 


* : = * * 
Fe ; : : . : va ” : . = ‘reget 
| : 
; ; 
H a 3. 
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; . . We! ee . 
= 7 . § 2 
™ vi 
suggests that the contract specify that the ey 
v report ‘viele copies of all work in progress, 7 
: + s : . ¢ : 
even though it is‘in draft form. This may be 
7, . : . - 
‘ : : , : i : ag oe. . 
"useful to, the Project Officer-in obtaining a ae 
ee a i ; 
: clearer picture of the direction of the work in ” a: 
‘ : : we ; 
progress. =~ ee ; , 
fs P A F t 
‘ : 4 . r : 
i i 7 " 
2) Depending upon | the nature of the contract, it. 
i ‘might be useful for the Project Staff, the Pibjeck _ 
ae = i - Officer and other associated contract staff. O24 a 
: a : . : . . ha <7? v4 ms = Mae . 
s have he Project Staff give an ordi! “presentation co, 
a Bee 2 oF the contract work on a Semonth interval basis, oa 
me fusiok of ihe contiach: * Eee as 
wt & Bye 7 <a gee te ; ee? ceed 
‘ &y . Be : oo : Cece . ; - sed “ 5 
steps. Consideration of the Poienta Apliccilty of ine Methodology 
7 ‘ > OF . " ee —_ hoa, ~ “he 
to ther Heal th Care, Professions: 4 fi, ne S 
a 5 ; oe & ; 
os ow k 
Pa : re ae eg. 
5 Fr The polect Staff Balloves the following summarized siéps oF the“ ". . i 
: metho odttogy would be useful and ‘Ggplteeitia to individuals and 
"associations sepresohiting other health care alow ne 
; : ee : . : “— r 5 ! 7 se ee - . , t 
- we : a’) prepare a me mectable- ? | —- 
a  b) +. select areas‘of. practice fer the development of stance 7" * 
\ - ie 
ay 
1 a : 
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4 |: 
a Bee , 
a c) 
eS task force members and/or consultants to develop the 
fal . = aa 7 ; : 
- . 2 = : as r 
7 ; preliminary standards 
ma -  d) review selected litre bn vthe dovglopmart of e., 
a eae * we é.. 4 4 _ 
ap : oy 
Aye, aa 
e) : 
‘ * ft t i = r ny 
f ft 
yy task feree members" ‘or consultants to learn the Process of 
i& : . te aes 
~ ee oN developing standards : 


Mh ge Re ee a a * cally terms, a * ' 
. fen 4 a * : 


7 : 
‘ & 


“ ei, ee a ‘eps discus and. obtath concenays: on, the respec <tike 
: ody. 2 i : : on : i 
; roles andafynctions of task farce ment ; ae 
- . oo ; 2 ; a ey ee oe a = ; wae Vn ‘ . - - 
= : rFy les Pons Lae 
; . ‘consultants, ‘and administrative st ig 
: G . sald Cin zi a x . * ie a 4 th ¥ 
a e 24 discuss and decide if Process and/ot outcome 
; we ae : ce ‘ fos, aot ide ” : . i" ge yam 
see a i‘ 2 my standard will be developed a Oe ee 
i an “~ 4, : ees ae 


i a teil 2 His aiieus and decide. if the standards will reflect’ 


oo actual and/ei optimal practice, - 
; : r se 


* El 
a > wt “ees Se “identifyathe charaéteristics Whiéli: the standards '" 
Be Pe ~ & . , ., should Kave Cos : 
" . discuss the roles and functions of the e practitioners _"* 
i ca arid the expected outcomes-for the client 
, : ; ‘ - - Tae a, i, r = ‘ 
to vs } fo ow 2 .-.+,. practice writing standards~” « : 


. 
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‘J * 
pot 
z e ae . ; 
‘ ‘6 . 

ger 
y ¢ 

Se 

. 2 oF. 


g) cowdods a pilot ‘ind full ae study to 2 evatluate # 


: a ae yaa 
the standards, gh 38 oR 


cn 
‘ 


@ . _ h) revise the standards as needed © an 


: < 7 { « 
aoe , é ts ‘i 
i Detailed description of the procedures used within each s 
: ag 7 * : : 
hee in gt UR Sac he of the ror steps and recommended revisions and refinements . 
ae cr ae Dis be f = . os 
fe TORS ea a dee are contained in preceding sections of ites report, | 
, . ue Bee wh, . ee ea : R,: * , os 
Ri : . Be 7 2 = - 7 ied a . — a’ a ; a : 
] : nn ¥ “i . ‘ " “ah . ‘ ‘ we. a “ . 2 A ' . - . eos 
i eee * The stahdards oF iob performance unieive can be developed PY 
_* ef : Pa ers t i 
& 8 eee following the above methodalogy ore ‘designed to be see in =, 2 
oe ’ oe oe » 7 ¢ aR 4 ee 
a ae a self-assessment, peal review ave recertification programs 3 
: 7 é : a a : - 
Mayer Oe _ ae Those health care profession arcu SPcifbciatons ‘which desire’ 
\ : ee i _ . : iy ; a > 2 
to utilize standards for thase purposes should ‘be able to apply. me 


. ©. -. es the metfedology, as ‘Tong as the health care preenton has the 


; te x 
21” & following characteristics: 


cas 


4 
ac i 


majority of personnel are direct service prdgtitioners: 
a . ; , a 


ye ee 2) the practitioners document their serviaes regularly 
4 5 fe Paes 7 ieee oe : ‘ oe ; 
a <. . | arid in sufficient sl the documentation 
ui ae * i . af * 

as ? * aecurately reflects the seryice provided + Ao 

i 3 : 4 . a 7 _ y e Cc v on 4 : ag - - 

ek wt Ce OO ma Pe” es 
* Py) ; i + f 4 at - : : : 
;: ~86- s ; wo 
i i 4 “2 ¢ : 
: 


. 5 , ’ 2 
aoa : ® : e ete 
ros : 3 3) ““the’ practitioners’ documentation is available ny: * a 
, Yo ; J _ Pat : _ ae, 
“as 7 . ; ; 
ae | itdome. retrievable form for self-assessment and/or 
. peer review purposes. ° ¢, : , 
ea bs cae ; 7 : 
~ % : ; 7 
= " . 


ER 
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D, 


7 


| . | . : Lom 
; Part I jects * ee ene ; 
, ot the eee iccommaclien for Revision and Refinernent a 2 
a pee 
7 | a ee 
The. following ‘aPoaiatteh describes. ie performed an the. 
7 methodology. used on the Part a “sectio uot the preies’ conducted 
from. January , i to August 31; 176, ‘The information i is ce te % 
the contract scope of work, “—~ «3 <: °° eee 
“ x ie : { : : 7 , 
jo : x8 : : : ; : : : ee 
ae ae or so , a * 
The objective. ‘of the Part II project was to develop a methodology for : " 
establishing palace continuing education programs.. The project was ; 
cubs ae . ° 


divided, into two studies: a regional level study which: focused dr ing: 


e 


mS development of continuing ‘education programs: at the regional ‘evel 


' a ndttianal level study which fapiiedl of the development! of continuing 


‘le Descrintion of the Methodology; Problems pues Se 


: education pfogranis at the national level. ¢ ee os 


ae 8 


’ 


; a yi ; : : "eg 
a. Regienal Level Study: os 
ff ee The focus of the: regional level study was-to develop continuing . 


education programs at the local lavel. (scope of work item 2.0). 


Pips 
we So The northeastern re egi on including all the Newi Eland states 
and New York was s aclected as Ld deooraphict focuf for . 
: Y 4 pee 
} _ ike regional level study for the following reasons: ; 
a. approximately 24% of the total of, cecupdtiona thelist: 
a ae practicing in meoll jseattt seiide ll in Hes northeastern 
' os lk By Ya a” = : 
. pealen, i represents one af the: tg ">< ions 0 : 
yrota ; : : : ' an spit a ¥ : 
vag we high concent sion bear ie | a 
; “ i ' - i, 14 
‘ . 4 | 7 of wl a i 
, - : a F ‘ a ! 
wt oot 
b. Of these thre regions, this region contained the: a.’ 
a woe . oe ae | . 
“greatest numb r of ascipational therapist cuiticula§ a. 
, is is o . a 
“pf 
Ge Many University fetcilities and faculty hembers would 
oo Om _ . a a a " oy ag 4 
on phe available a rppources for the, project, 
at sic . 4 at " . 
oath a8 co fae es, 
, roe Travel between AOTA and the major. his in the’ 7 
+ : fa = 
oF seitheant aro be. relatively effigjent. we Be 
4 : : a= at a PS ee ‘% . : ad 
. Step 2). Selection. of one'of the io siggiality areas s foi then?) tee. 
a re ; se. Oa 
: devalepment of contigving education pedgrarisy 
‘ : < a. @). 5 at 
va , © _ _ " 
f a . ae : fe : 


ses Oe 
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: 
‘ 
0 
. 
- og 
‘* 


4 
The speciality area of mental health was chosen for _— focus 
of the continirigeducotion project peciuse : 2 : : 
: oe « gt OP, 
a) a large proportipr: of occupational therapists work. . 
\ 
* in'the mental health field, = 
ee 
” a ¢ o 


there was a lack of continuing ed ication n programs 


“b) 


. ee . ‘a teas offered in “physoal renal 


"eit lsabilities, The nur * id. categories 9 of 


we a wa 


ag "programs ¢ arinounced i in ‘he: mee 


a ; 
“practice, would contribute ks +o other major areas of! 


Woe yg oa 


ration she lop 


in  inental health than i in n othe vot Queries regarding 
‘ginutegodibtion received isthe AQTA. office > o at 
a oe AP ie TON 
“confirmed this conclusiot, oe i . ee 7 
«) on the, ne, 93, A AOTA Date. Géestionnaire, a lorge - 
er oe er or ee : 2 = 
‘ J a, iropprtion of. occupational therapists selected ested we 5 
: “héatth-related topics as their aa choice shicuale ee 
| fourth  choiée!forcesntinutig dic taecews ~~ 


4 


4 ea! . _ ao 
? : : . . im. a 
: i “ : ¥ : . “ae 
- ecupational therapy practice, Continuing “ , Sh le Sage 
. eduegtion programs designed for mental .« *, os oe * 
a ote a oy a aor ‘ ; i soa 
; a eal th practitioners should be valuable to ° 
: . - os hela therdpists practicing in other 4, 
.- “ re ae ae . 
Fields 
Step 3). Selection of expert, 
| u 
os in the: speciality area... (scone of work 


oy wy" 


agree a 4" “ i haed 


Ai 


J. The theropiss i were ‘chosen en the basis of ti experts 


a eer & 4 ; a) 


é. he 
BEng 


in the special atea and in ‘the development of contiri ro 


| * ‘Sducation progiams » The. selection ws made after ica 
i a Peg Fe di iat ‘ . : an ae : 
ate ee aa with members af the Couril on 0 Edveation, Counei on Prastise 
a %. fae Ne Ks 
5 ES and dther meimbers of the. AO TA: Yiorial office. ott! 
: pret Lt abe _ ae 
pee Ge Vist of reqiohal: level oxk fotce, members and d consultants i is 
+ 
: perforth the: 


«| of work.item 2.4.°G 


@ 
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. . ge 
Vie. 2.67 a . 
a 2 
. | _ The ssatonel level.tngk: force miombers began this Project bys area mee 
et an _ ae ; reviewing the stofamient of fThe. Role and Function: ofa an ‘ . 
OG ee Occupational There asa Meital Healtbsfyactitioner" ‘ond oe r ; 
a, 7 ae " “The: task inventory developed under MH auip! es ‘ss contract ie a 3 


é . phat Ae aM 


he ee a Nor-at-24172." The Project Staff anal task force members F - S : 


: Ha * “tranélated the wate and fanictions. into knowledge. and il the . 
* : A) : . . ie ? Roget . ? ni ia ty oo 
y . * i ‘ oe ie. i : : ; ro 7 : Ge a 2 : £ ; i 2 is ’ : 4 a " 
, oe vt ore 7 a : fe ag? ¥ y 7 wo is A 4 we % ag oe Z ne 
: we sarees * : Wee 
a eee Although problems were e encountered! ies: to state i the - " 2. 
s 5 a) ‘“ % : : raed *. 
" Knowledge, and sells in adorable jerms for’ sell -assessinent a 
‘ cae * “ : a ® = 5 ‘ 
1 3 
"purposes, the- fina document on Rrayledge, and dill (Appendix . 
ae : é ate y ” 
*%, 


8) was vied as,a poe fo tHe next step of the penises, the 


. 


; . ; an ut 
. ce oe a : : ‘ _ _ 
vee tee’ Ny awe e- ia” ‘ “4 


[Step 5) Develop self-assesgment inatruments: which prattiijeners, : a vb 7 


De kee, ota ; he ; 

oh a = aed educators can use to astessMhetr knowledge and: Ski i inthe “oa! 
ig ee aan iy grea. (scope of work item, 2 =e . ae a | 
ae oe ae ge ee : : : ee ae Sa. eh ee : ae é 

‘: , The final Report on n the Prgiect to, Delineiste the Roles ‘and Functions of . ‘" se a 


‘is fon the’ PS slcaneit of. Proficieney Examinations. . “Contract NO1-AH- Ae! 
; June ot Se eg ee ee ee eee de ®t 


4, a : \ 
Se a eae : = 
4 . oF 4 
4h 
ee ie a 3 * 
-? 5 /° = i : bea , i 
al: coe - 

— 2 LE ge a a o “lye 
ERIC! ee 


JA Fuirtoxt Provided by ERIC 


er instrument that would assist occupational 
, 


1s 


‘therapists in identify ing. their skill j in occupational therapy 
Z . a, 
preluaen at patients/clients. The three case study examples 7 


and accompanying quesftonnaire (corftained i in n Ap endix X11) ‘ 
q P 


are the final vaeien of on assessment instrument that was Used, +. , 


2 ‘ . ! are 4 


The al was suecessfuhin ‘hot it serged to con firm our, 


a 


" concern “esate therapists ta of sophisticated skill in 


= 


| Flantaveocen ‘ 


=“ 


Prior..to use of the sel fassessment instrument, the Project - 
{ i ‘ 
Staff obtained critica | problem data, eplideted by the 


& 


faculty of Ohio State University, to assist in deciding upon 


direction and format The Ohio State Gaivetstiy occupational 
therapy faculty asked occupational therapists to identify 


specific problems enc oontered while on the job. ‘The Project 
Staff ea sel the problem inventories completed by ° 
occupational therapists who were epi health aeatiet 
Thé responses fear thet sample were similar to those obtained 
from @ group of generalists, ‘Most of the respondents indicated 
manana issues as critical, the data did not help in the 


ee a .e a 


of 


% 


design of acont inué ng education ‘program, but did hep’ 
- the Project S taff, c ansultant and task force members ‘realize 
that a self-assessment instsument must be carefully structured . 


/Y ' to i deratEy spec ific needs 


sa 


The: Pr oj¢@ ct Staffru led out the option of designing a forced 


choice, borary chi na type paper ‘and pencil examination for 


‘ass esserien th Theat a proach, ‘to insure validity would have 


‘req uired che em plo; swnent of oe services ofa testing agency. 


the es timation of t? me and money was too sige for the scope 


4 
‘ 


- .of this contract - 


* 


- oe The cote stu 4) selF -assessment instrument Was mailed to 200 
; f ‘ 0c Cupationa Ith era-aists in the northeastern region who indicated 
in’ the I9 73 AO 4K Data Questionnaite, specialization inthe’ 
me | fle i of mental hee Ih. Aihouncement/ the project Wow: 
sukomi “teed to a} 2 thee state affiliate newspabiers to inform therapists 
ner thes proje end to invite them fo participate tn pete 
! ass essrtert scuds/. In addition, the Project Staff contacted the 
affiliate presid ants and Suriledlum directors sehingAhen to 


oc knowledg a the immortance of the project and encourage members 


and clinical fa cult y to partici pat 


1” 


A. total of eleven completed instruments were received. A number 
of others were incomplete and several had been complefed by 
‘therapists working in child psychiatry. The Project Staff realized 


that if was impossible to justify an interpretation of the data based 


upon such a small response; however, the content of the responses | | 


received did indicate specific problems rclated to the evaluation 


ae 


of patient/client function and differences in opinion regarding 


the role of the occupational therapists in the area of mental health, 


= 


= Pe : : “3 ae : A 
- oe: . . 


The tole of the occupational therapist as reported by the respondents 
j — eee . ot 
was varied, often not clear and Heqeontily not consistent with 


the sate as des cribed. in "The Rio, and Fun ctions of an Oceupational 


; Therapist as a Mental Health riachanrer : The task force members 


anid Rigjedt Staff have cbserved i in their positions as pecnsultanis 
‘ ‘ ; % ; ‘ 
and focu Ity that’ this is a frecident prob lem, Facilities ‘use occupa- 
tiona| therapy services quite differently and the eeiecialiens of 
occupational therapy Saas: 129 rely Oftentimes the 


yy 


occupatianal therapist's role sgtrlaes with the role of other 
Ls : NS 
aetivihye type mental health professionals: 


‘ 


, 


. ks 
Information from other sources, @.G., 1976 repr | irorm the 


aota Mental Health Task Force and the hieiein 6 *aezporon 


‘ 


@ 


ERIC 
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Staff : generalize the Findings of the self-assessment 
a ee therefore, the Praject Staff concluded ‘hay. 
important goals of a continuing education program outs be’ 
to:. improve the ability of the occupational therapist to 
evaluate patients/clients; and to clarify the role of the 

< -_ 
seeupariondl therapist in ine area of = health, 


) 7 7 


® 


a 


Step &) Identify available regional continuing education’ 


é 
programs and resources.in ‘the cee ity area; and identify 


additional programs and resources not available." (scope of 


a 


work ftém 2.a.(4)) 


. . ' y 
: x 
! . + 


The Project Staff conducted a study in the regional area to 
identify: engelng Ponrinclng aducction’p programs available 

to Sree therapists specializing in the area of mental 
health, Occupational theniocun elu Gadd: affiliate 
jesaclotions and continuing sduesited coordinators were 
contacted, No one could identify any programs being 
offered to occupational therapists'special izing ip mental 
health, Interdisciplinary programs were avai lable but none 
specifically to meet the continuing. education ‘needs of 


occupationa | therapists in mental health. This finding - 
} 
UU 


uOhq 


sey 


7 


‘ 


" reinforced the betief that there was a need to provide assistance 


* 


"to affiliate associations and ‘she groups interested in providing 


ig ° wa = _ 
continuing’education programs. 


a” . | ; fe : 
Step 7) Plan how to deve lop, obtain, and publicize the 
: | _ 
; es. 5 | . 
_ continuing education programs needed in the speciality area. 
: i : | ~ 


(scope of work item 2.a1(4)) . ae ‘ 


The Project Staff with the assistance of the task force members 
developed a framework fora Eontinuing educa tion’ program to 


be administered nationally and regiopally.: The proposed pldn 
is in Appendix XII. * The plan is a general plan and doss not 


& 7 ‘ : . ; a 
address itself to meekanics of publicizing the, programs, — 


oe 


‘ obtaining speakers or Facilities. The Project Staff concluded 


a 
nN 
%, 


that the mechanics of the glan must be worked out on.a more, 
individualized basis, depending upon the,nature of the program, 
\ . 


the geographic location of the program and the lines of 


communication within the affiliate association membership. 


« Step 8) Implement the continuing education plan, (scope of 
work ‘items 2.a.(4)) - . | 
i sett a ~ & 


= 


ate 


hea 


_ 
. 


if 


x : . F ZI 
The proposed cantinuing education plan was presented to the AOTA 


Executive Board for discussion. The Board suggested that funds 
be sought to support the implementation of the continuing | 
education plan; The proposed plan was then submitted to 


the American Qecupational Therapy Foundation and 


a -subsequently the Foundation developed a continuing education 
grant proposal which has recently been submitted to 13 
. foundations. s pray 


\ 


The Part Il Principal Investigator also initiated the presentation 
ofa resolution to the AOTA Delegate Assembly, requesting 


ihe establishment of an Office of Continuing Education in 


the AOTA national office. In April 1976, the Delegate 


Assembly approved this new position ond a person has been 


I i Ee hired fo develop:and implement a continuing sdubeiics plan. 


£ {National Level Study: | 
The focus of the national level study was to develop self-study 
‘materials which can be ne available from the-national level 
to rural as well as urban practitioners and educator. (scope of 


=f 


work fear 2.b) 


f 


Step!) Selection of consultants, practitioners, and educators 


with expertise in the speciality area, (scope of work item 
“ 
2.b. (1) 


= 


The task force members were selected according to the same. 
; r + 2 : : * 
criteria and process described in the regional study. The 

list of the national level task force members is attached in ’ 


A ppendtx IV, 


ae 


The Project Staff continued to work with the regional level 


consultant; therefore,-no additional consultant was selected. 


' 
' 


Step 2) Identification of continuing education reeds in the 


. 


speciality area by means of a sample survey utilizing the 


self-assessment, instrument developed in the regional study. 


I 


(scope of work item 2. a. (2)) 


The delay in the development.of the self-assessment instrument 
in the regional level study caused a time problem in the use of 
the self-assessment instrument ona national basis. In 


addition, the minimal data returned on the self-assessment 


\ 


\ 


2 


instrument indicated significant problems with the 


ef 


¢ 


* i ta f j . 

instrument, It took therapists too much time to complete 
: 1 ri ‘ 

/ 


the assessment and the oper -ended nature of the instrument 


yielded genetal rather than specific identification of 


continuing educaiion needs. _— 

. - 
Had there been more time and if the need had been critical 
to the accomplishment of the project's objectives, the-self— 


assessment instrument would have been modified and distributed 


\ 


‘nationally; however, the Project Staff and:the regional and 


national level task force members agreed that they had sufficient 


, information from other sources; @.g., the Ohio State University 


problem inven tory; ithe AOTA Mental Health Task Force report, 


the American Occupational Therapy Foundation research : 


i 


based on the survey of continuing eduéation needs. (scope of °° 
4 m ons 
\ 


work ifem 2.a.(3)) \ 


% 


The Project Staff and task force ‘members designed a series 


% of contiguing education programs. The Yirst part of the 


PS Ri series, tHe develoment of audio-tape cassettes, would be 


completed as part of this contrd&t. The other segments of 


the series would be suggested as part af the AOTA con- 


tinuing education program plan. 


mental health would include: 
Focus of the Series: * 


clarification of role of 
occupational therapists 
sracticing in mental 
health 


orientation to occupational 
therapy principles of _- 
evaluation, program plan- 
ning and program imple~ 
mentation 


indepth experiences in the, 

" use and design of occuga- 
tional therapy evaluation 
tools 


orientation to and exper- 
ience in use of peer super~ 
vision programs, This can 
be designed to reinforce 
study of evaluation 
‘principles 


. «lO 


105 


The proposed series of continuing education programs in 


= 


Method to’be Used: 


audio~taped demonstration 


. of occupational therapists 


collaborating with inter~ 
_ ard intra~disciplinary . 
colleagues 


audio-taped demonstration | 

of an occupational therapist's 
evaluation of a patient/ 
client and presentation of 
planning for that patient/ . 
client 


programmed instructional 
packets, possibly in an 
audio~taped and textbook 
combination . 


an outline of topics and issues 
for discussion with focussed 
questions. Groups can be 
given tasks to then be teviewed 
by experts 


ae ' for the audio-tape cassettes. Scripts were written and 


A pre and post self-assessment instrument should be designed 


' : tg evaluate the effectiveness of the series. If the materials 


i a 


are found to be successful, a similar format could be developed 
for topics concerned with treatment/program. planning and 
tréatment/program implementation, ~ e 

Step 4) Development of indicated self-study guides and materials 


= 


(scope of work #tem 2.b,(4)) r 
é : 


The Project Staff and task force members planned the content 


several preliminary taping sessions were conducted before * 


. ‘ 


the fina! tapes were made. ‘The content of the tapes focused 
; ra ‘ ' . 


* 


on the role’ of the occupgtional therapist in ientell heal th and 

on the occupational therapy evaluation of a patient, The 

role of the occupational therapist was Semonareied through 

the taping of an occupational therapist's presentation ahd 
discussion in an interdiscipl — team conference. The 4 
occupational therapy evaluation, of a patient was demon- 


strated through an oral presentation to the team members. 


106 : 4 
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= The third part of the tape consists of an actual peer super- 


we 


vision session. This was included to demonstrate how oe 
Say, occupational therapists can assist one another in daveloping— - 


proficiency in their functions... Although this session was 


S _ spontaneous, the participants deliberately tried to address 


themselves to the use of activities in the tr¢atment of the 


ely patient. . “ ; 
See? ‘ Pe : > ’ Py) 


a ' 


A self-study program guide was developed to be used fn 


conjunction with the tapes. The guide contains the actual 


evaluation: instruments discussed in the tapes, as well as 


al 


instructions and supporting materials. The self-study program - 


e 


guide is attached in Appendix i. Ls 


. 7 J - 
: aN vs , 
a Sat db oF on 


“Y a : al 


: . ‘ - 
? zi re 


Step 5) Evaluation of the self-study materials by a sample 


group of practitioners and educators, ‘(scope of work 


item 2, b. (5)) 


+ j - aa ‘ « ° 
The task force members asked several occupational therapists 


a 
4 


to review the taped program and to assess its value as a 

. = : . e “ ‘ j * j j ee 
continuing education pragram. The sample included advanced 
level occupational thers pist mental health practitioners, 


=103= 


107 


educators, an entry level therapist working in nento-P health, 


i 


and one occupational therapy student intern. In addition to 
Se : ; . i _ t | : ps : 
reviewing the materials, they were asked to suggest methods - « 
for distribution and use of materials on gd national fevel, 

a " = 7 - . ca Fa 


; : ; “er a 
(sea Step: 6). ad : Pe 


. , RP ' 


In the interest of time, the data was collected via: telephone . 


interview. The following is a synthesis of their general 


comments on the value of the program: 


a) Without exception, all reviewers thought the material 


was exéellent and would be important for oc cupational 


Me 


therapists specializing in mente! hea Ith, 


€ é ; . 
* e 
¢ 


va F 
b) Some reviewers thought the taped presenta tion was too 


long and should be shortened, Others suggested that the 
rase conference (First port) could be summarized . 


c) A few reviewers suggested the tapes could be more beneficial 


if @ transcript of the tapes ‘was in cluced in the study guide. 


‘ cr 
* nt 


: t 
d) Several reviewers thought that the materfa! would be 


especially helpful to occupational! therapists who have 
-308 


104 - 


fed 


o.. 
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al = 


not been pmcticing ‘or several y sors andare now 


returning to mental hee Ith practi ce. 


The follewing ise wramary of s7ec ific suggestions fe rchones 


in the tadedrand writen ma rerial: 


a 


a) The case stud yse If-asse ssm ent program shou Id ba rearranged 


t 


€ 


1) 


1) 


so that the "expe tts"? comm ents follows edcl cas e instead 


of separating the cases From the Synrmen Is. 


A slutement, uid be imecluded im the jrattocducti on of thee 
tren meter il to saee Hy that thas G pp we fitabsen sus 


Loned upon te ¢ ju: dgemern tot the gulhesty Gnd thet “al. aaa 


hererull, th eon il apptos ch possibl« 
4 


Phos Tepes tinge atlas lstrou db & Gell s need ued thes ape wok et: 


abewu “a bow (dy, sith dl Some ro. Ie wer tes pur cd oF hav il 


was ditficch rufellow the tuped tes @npalicr, 


ifre self ese uty 7 Pry ms hourld be shor lan ed, Losenpletior i 


of the tote! pr ogreim eq Uired betweer=6 and 10 “ours 
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a) Eventhough: ne materia! was prepared for the advanced level 
S prepa 


therapist, the “educa ror/ reviewers thought that it could 
be usec in basic orof essfonal programs as well. One of 
the rev iew ts fas recuested permission to use the materia | 
in aceune next semester, 
t 
Step 6) Distriburion of the se If-study materials to practitioners 


& 
and educe tors. (scove of work item 2.b (4)) 


Ihc Gudio pecs cand the se If study program Quide will be 
made uvailabteatcast tocny interested therapist. The AO TA 
rulswergloiimy the posiblity of establishing u tape cassette 
und study gute boars tibaue 7,  Acmwuncemertts ot the aval 
ubiltry of the selt stady nates luls will be made in the 


Amer fean Jou ing | uf Ooty wut iotyal lherapy, the AQUA I lews 


ener 


é 


paper, the AQUA Pi bli cati one lial, ard hi a letter to affiliate 


pres idents . 


Ihe s este wos (sere D lop 5) Nagyested the totvowing plan tor 


distribution of the teaped progam: 


AG 6. 


120 
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b) 


me 
ae 


The availabi lity of the programs should be announced in 


the AOTA Newspaper with the suggestion that the program 


3 
used by groups of occupational therapist, mental health 


specialists. A leader* of each group should request a. 


camplete sel. The leader should also receive guidelines 


for preparing a study seminar. 


lhe group leader should charge the participants a fee 


tu cover the cust of duplication, mailing and room rental, 
If necessury At un taitial meeting, the pre-study section 
ft theoosaelt aloed, progam showld be cunmpleted and collected 


bs ¥ fhe Vewades 


Ihe purtheoie os to .td dbo ide hate footie ok Lesh Gig ta. 


the lapes, ts three of fQue sessions When (Up leted, 


euch should tell Gat the pus atudy section of tho self - 


\ 


sfudy program and submit it to the leader. 


The leader should be an occupational therapist educator or someune who wun, 


present comparable qualifications . . 
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: im 
7 : . 
d) Tne Jeqcdershould prepare o structured seminar based upon 
the pie afd post study forms. The goals of the seminar ‘ 
shhou id i fcleude icientifi cation of ee study for the groyp 
anid “or ind® vidua ts. 
e)) Tne “egeder should then assess the total program and prepare 
Qa f€port to “46 subornitted to the AOTA, Coordinator of ; { 
Count ing ity HKdueaiton. The report should be used as a guide 
: 
foo 2 eye lopenent eof tute Progrunys al 


Coulee den ob iho Pv hode ogy, R@Gvrincrhatbonia trey Kev tstan aid 


* , 
Koalts seas ene 


The Follow a ooo the uf thee veport CONtub.g 1 ovina, ot the 6vuduulion 
ud u Pp é . 


Pils saver ved oloed, ai mde suendulies for re tater sted raflaamerct 


Fes 
aoe ees 


tte oasis tos bushi. dthe orginal destge. of ibe Cuntinuing educotitn 
K b y pel ss] 
pelepesct was that “he reapists needed to be able to specitically identity 


Peweie COouticwirig eduction needs. The hypothesis wos that a self- 


G Ses smesnt ins*ryern? , designed on the basis of knowledge aud P 
salllsto practice in he speciality area, would assist therapists in 
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i 


Sequentia lly, ‘the project used the Follewing steps to design the 


self-assessment instrument: , 


delineation of roles and tunctions 
identitication knowledges and skills 
V/ 


3. development of thé self-assessment instrument 


me 


: 


ra 
In retrospect, the Project Staft And rusk torce members would not 
~ 1 : \ 


‘i 2 
i 


fecommend such as approach, «A self-assessment instrument, 

‘ i . ‘ 
designed no thes monies, does nut Yield sutticiently concrete uo: 
. a = 


4 


apoctthy inturmalte. f@ be usetul to therypists in identifying thet, \ 
= i - 


2 r 


ot “ ; ok ‘ 
Fewing, ead The Po opeck Stott Gad ask force members vee ti. 
! re 


* 


Ulical per bee uty Gadseauhent 
- : 


s 


agree 1 theat ral poo Ti tOnera & 


Progean th. usghy ot hurt audit gid peel feviéy prvGess would be 
: = 


mee boamgre veehul te itdentity tag leaguelog ceeds. 


, 


ad 


me, 
3 
=, 
~ 
' 


4 ota athey Pach othe Prop. ot Stutheand tick force necinbers would 


FA . 2 . ¥ 
recummend the development ot tape cassettes arid study guides 10 


2 continuing educe 


‘ 
Ne 
5 
= 
wh 


Mee! Continuing ediweattun + 
vie Ideatitied thtough the «hart qudir process, the rape cassettes 


ved study ge ices could be o useful resource. The preliminary 


‘ - 
i " — 
“e 
: = 4 
evaluations df the tapes and study guide developed on this _ 
7, 
ne project indicated that an audio taped program can be on 
effective method of continued education. * \ 


Since the tapes and study guides can be easily shipped, are not 


‘ 
castly to produce, and require little extra equipment, they can ; 
be useful to the rural as well as urban practitioners and 
‘ 
educutory 
. A 
Once the AOTA continuing education plan is in operation, the 
faylorng | eet digg edi Ru tion ‘Cvurdinators wan dev elop ui 
intormation system which will yield datu to the AOTA national 
obtice consgiitag the continuing education needs being Identified 
x 
theowgh thes local quality WiswiMiine pl ygiisitas 
f 3 
lhe luce] qaglet, Seed Ge pars Qa alu ld ha. e the followlny 
rs  OMpoNnent proces, . 
7| stanceord of jou performance | 
eee iat e = a 7 os ee 
Remecd ia | Sy Chart 
7] action Se a audit 
fae =! Te Se ay Fa i ey Wee Sees coll 
ca ; me a L 
i participa tien in cont inuind : icf tification of continuing ; identification of 
aducation programs oie education nceds . problems 
- Ha 
‘ 
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en > . 
‘ 
' = = , , z | i. Let-, = “5 j iit r . Pe 
ap Potential Applicability for Other Health Care Professions 
8 * Fi 4 ; * . - a ; : ° 
es This methodology with the recommendations for revisions and 


« © refinement noted in section 2, could be apgl ied by other 
: ealth care professions: The methodology would be particularly 


uppl icable, ro those professions which require their prdctitioners 


2 & 


ro ducument thei services in some type of recotd, e.g., the 
medtoal chart 

a 
Much work still must be done to design the chart audit process 
se thant dn be specitt. te the ideetith. ative of vitally 
ed noultaun needs, howe oe the chual rd per oe wa bueldssiace t 
poset FSG Tt eat ttieay Lest cadres pore: Wye de spe Dall» 
WE ATT, vig 


goth ya sogths ou Pidollo te, otothib bee habe 


oon ob tha 


o.. 
ERIC 


. E. Summary and Conclusions po 


a : _ : - : 
1. Implicatians of the Contract Results 


. | With the conclusion of this two year project, the gound work has 

La . 

been established for the development of a re-certification program 
tur occupational therapists. Standards of job performance have been 
developed to be used in q chdrt audit process and a mathod for 
developing relevant and accessible continuing education programs 
haus been identified. [he methodology used to develop the standards 


of job performance and continuing education programs can be used nN 


é 


sip. ae 
within the AOTA os well as other health care professions. 


5 


‘ : 
Btlawg the oe rere taut the Pull lund Tt pee forts weiss uchleved, 
%, 


} 


We ATE Comtianding Gertifleation Program can proceed os planned 


é 


lhe implications of the project are that the AQTA will need to 


design. 


u the qoavlif, ussuenGe piss uss fo be used ty thea se-catifioulton 
phogiain, including 
}) the use of the standards of job performunce 
2) the chart audi? process 
4 
3) the procedure for identification of deficit areas 
e 4) the procedure for identification of eontinuing education needs 


Lab 
ta 


ips 


& 
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the continuing education program 


ny 
— 


6) the identification of remedial action that needs to be 


taken 
b. the policies tor the re -certification program. 


Ihe quality assurance program must be designed so that it is consisteMt 


with the PSRO program, Practitioners must not be expected to 


duplicate efforts or to participate in two types of quality assurance 
’ i . 
aS 


Pebmrag lanes 


Furth oto, 


Papel ale sah Wet aie aay sal 
--: sta1 Ae : foueeeenceass ld 


baa fing ANS. a teases al Miss ne Para | the Frofject Stuff aeons ako bic 
UU r i 
. 


’ 
a 


7 
re@inbesa tdendifiod toe tele whoy et e@Qs that woed te be spdieg 


F yor Mates 


a Hie ds ohiep ee ag Eh Dicks 2 odie Vpaltsda slaindur ds ot job pethuriiwnee 


be vasechiol fo Plenste murs cul Jubotu tion and less 


tan tina, 


a? 


duplication af efturt by health care practitioners, 


b. the development of academic and clinical education programs 


to teach the chart audit and peer review process. 
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"4, 


©. the turther development of coordinated regional and sitions) 
level continuing educatjon programs. Therapists participating 
in iasloce quality assurance programs could provide feedback 
to the regional continuing education coordinators who could 


work’ with the national office continuing education staff. 


a the effect of u quality ussurance program on the quality and costs 
- _ 8 
of health care. 


. 


ue the de elepihedtl of protcas wali wing studies to delennine the 


‘ 


rclutionship between the type of cure given (process) und the 


é 


ovlcume thea . bent avhteyeds. 


i) Wed ise Soy tl ceend hawk Pow a. aneathkase Ves de weedicsatiead Aha: deatloowye 
of this twu jew perfect uid hove appreciated the oppor tuntty to 


puctlcipate in the efforts of the AOIA und the federal govenmmners! 


Po Vipiw.e the aurulil, at health cure 


-l14- 
- a 5 42 
ae ee 


APPETID IX | 


ALITA Contig tye Certification Program 


The American Occupational Therapy Association, Inc, 


Recetved: February 19, Lvl : RESOLUZLON FE) 


Executive Board: February 197° 


Delegate Aasgembly: ril @R-29, 1971 


TOPIC: NTINUING CERTIFICATION AND RI 


GRIGIN: COUNCIL ON STANDARDS AD HOG COMMITTEE ON COUN Ltt ies sew ELE LOALICN 
AND REGISTRATLON 


WHEREAS , edhice@t eenal xtawslpeda fares bern carefully de teambie d. de timed, and 
{mplamented to provide a mechanism whereby todividuals whe successfully complete the 
a - > v i : ae a 4 ; : aS 
requirements for certil{.ation and registration are recognized as being campetent and 


capable of providing aecupatieonal therapy service at the time Of inittal entry into 


Che profession; and : 

WHEREAS , wiantloustot certiffvation or cegistratton ackuewledyes Che right to 
practice, and guch right cannet be withdrawn except by due process proving breach of 
moral or ethical standards;-and 


WHEREAS, thore is prowing concern nationally among profess{fonal agsyoct tations, 
employers, employing agencies, consumers, and regulatory bodies about the maintenance 
of qualifications to pragtice beyond the point tn time at which one to tnitially 
certified, registered, or licensed, and : 

WHEREAS, the Delegate Apseubl y Lote Amer toa Occupational Therapy Assocula 
tion bas recognized this concern a8 Lt appiles CO occupational therapy and has acted 
to gee Chat aS a professional body the memtecs of the Amertcan Occupational Therapy 
Assoclation take the tnitiactve to develop, maintain, and enforce such standards, aaa 


WHEMBLAS | Chee daerwe Lepanneet tiny Demecs at boas aud matatenance OF atandarda fou 


cVuldoulag cer€Lficatson and regis: ration must necessarily be based spon. 
1 the de fdbade aaa ol “yeadlaty peowet hoc dav wecsepoatiseal Choaapy 


2 
levels of functlon;: 


the development of ciltert ty evaluate qualtly practice alo varivae 


3. the deve Ledger ees oak a we» bball bd. weed ee eb hed oc dee tk baeisae veprypeer ae bee bb das 


tw enable Occupacional tnera,isis t¢ matn.atn and increase their knowlecge and skilt 
no they can continue to provide quality servi.es, 


4 the develupment of educattonal programs to taform cuonawuinera and employers 


about ,.the bagle constituents of quality occupational therapy services, 


we 3. the creation of proups, knowledgeable with due care and selection in hirtne 
rk tifying 


with local employers, atCorneys, sfate cer 
boards, and others to encoura,e employers to accept anxsocfation and attiliate stand- 


and celated state laws, Co wa 


acda for qualicy programs and qualified occupational therapy personne] ; 


6, the edocatben of Gccupatbomal theeaptats tCinvartd underetaAmdingy and part t- 


cipntfon (n peer review and evaluative colleboration with othera, 


Ps fhe development and adoption by both the American Occupaciomel Therapy 


Prare ronandr ene 


Aspeociation and afflliate aesiee tat dens of or woaitde etng oe © bisee Chick 


8B, the development oft alliances with national, Fexiloud) and state accreditimy 
e a : 


bodies to promot 


> accreditation of occupational treraipy service progra 


THEREFORE, BE IT RESOTYEiA, that che Ame ote Urcupattroal Therapy Association 
nitfate the three phase progran as presented with mediffeatren as deemed appropriate te 


ia 
operate. within the Bylawa, and 


BE IT FURTHER RESUI VEU. that An anos dl atport be made to Che Delegate Assembly Co 
aasist in determining the continuation or modification ot the program, 


PHASE LT: (data collection, development of a plan ot actlon to tavolve the Amertorn 
Occupational Therapy Assuctatton headquarters, stait, counctis, affiliace associations, 
and appropriate commictteys in the initfation of a study of Che {ssues involved in the 
establishment of standards for continui{ny, certit}eatfLon and registration 43 tollows:) 


1. Selection and Ktring of an ACTA Statl mentee Co phan, Gfices¢ and oourcdinate al} 
activities within AOTA heatgaartlers, coumetis, comstttees, and affiritate associations 
relating tou the ultimace establishment ct standatds tor continuing certtitication amd 

raghlatration, 


26 Appointment vf a courdinatiag commtt lee, compyused of representatives Of the aula 
councils, the Delewsate Assembly, the aftiliate prestdents, and such olher consultants 
in special arcas as ma, be needea to asstst Whe ACTA statt memter ty plan and courdal- 
nace all activities and Co see that the menberstdp «f AQTa £5 ftovelwed ta all phaves 
of the development aud tapleumencattou of standards, 


J. Delegatb hon CO Chg Gavan bd vee Baas ede ec ob tas reaperoabtbtlicy vf defbuiba, yoadbhbly peat 

thee @( vartoun levers and 1 various sp.ct.lty areas, the kinda of knowles ge and okills 
é 

needed (O practice tn cach of Chese asas, and obe relationship amoug Che various areas, 


Wl ta de pardon 4 ele obh bda at Awe . Dated a ak A PEAR Medea Qg ae SEGRE Ey oh the be opus 


afc hlity fer aev lop.ay aoa fa. Tuding ta toete bylaws entorceacle ethics c1aus.s, 


D Ve le gather te the afktdavs an@vctoaldidca ae bie pee ment atlves wt <he Raed) ge 
Peactice of tie ,esp ngoibtility for determining whe winds of continuing educatton needs 
thefr members have, floding te oarces {n their fegions te meet those needa, delineating 
those needa whieh cannot be met locally or cexgtenally, and developing models ane methods. 
by which the quality of .cecupatironal therapy servbees efthin che atate or region can be 


eValuated, a8 well aa the medas by which memtegs serve an peet ceoviewerd, consultants, 


and supervisors Co improve the Kind and quality of occwpatitonal therapy daervices, 
Atfdliate assoctations and the Counctl om Praetict should also begin to conatder ew 
to educate consumers, employers, and Cherapists about quality service, the Lesxal implt - 
cations cf providing powr quality service with won qualified personnel, and the ftaport- 
ance of Hirtng qualitf@ed occupational therapy persounel, 

vq. 
LL: (analyste of data collected by proupa dvr kiaag Phaac LL, deve dayainaicd of plana for 
continuing edacatton, seeking financtal resoureegy for educational programa, estimating 


egatsh involved in tmplementiny a set of standards and the necessary supportive services, 
and prepardoys aCandards for continuing certifticarlon and reptstratfon by the Counell-on 
Stamdarda (based on the defanteion of qualfty practice prepared by Counet] on Practice), 


and the preparation of a plan for fmplement tig suet standards.) 


ee] 
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PHASE Il (Cont tinued) 


) Resolution #300-7! - 1 


PS, 


s 


Other activities to be undertaken during Chis second piste tne lude educating 
members of affiliate aysociations and Council on Practice representatives in 
how'to plan, finance, cunduct and evaluate continuing educaticn programs, to 
work with universities and extension pivuxytrams Lo provide necessary kinds and 
varieties of Oppercunif€ des ter therapists whe cannot particivate in Organiced 
workshops: to develop self evaluation tests aud other educational resource ma. 
Cermfa]ls to further broaden the kinda of educatlongl materials; fo work with 
employers. through che Nattonal and atfiitate associativma to prichete concepts 
of stan tds for service, accreditation of programs, and cencinelag certifica 
Clon and régtsacration, Lo continue educating theraplots adout their need to 
participate ia coutinulep educatton, and Coxpromote consumer ané employer: edu- 
cation. Finaily, « comprehengive plan, Ancluding saandards for, continuing 
certification and registration and methods of {mplementation and describing 
needed supportive services, should beysubmitted ro che Delegate Assembly vith 
an accompanying budget, . 


Finally, there should wv, deb@paced CO Che approprtsce Cvimeal t0ees5 and cwutn tls 
(particularly the RecujiauCiong Comealt tee and the Coyunell on Dove lopment) the 
responsibility to establish such Boards and Academies Cor their ecirtvalents). 
The purpose of these amould ba. tO encourage and .eward members for thetr 
cehfevements and contribut Lond"Lo the. profession and to promete the development, 
vreantzatton, and disseminat ton Gt knowledge aa at eglates to epec fal ty areaé, 
Such bodtes should have a mechanism for Tecognl sing the contr (Bug t on of any 
mecupatfonal thecapy pecounel, regatdless of whether he Lo "resi Stered ot Cet 


(tfled, 4 
Puast Lil. luplem@beatcton oi ovine BYAE Ae ke hd ty Ce eR LE ae bans aad re_le 
tCratic,, Supportive s aveces (Such se due sCfenal res ucces) should be avaitlab). 
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and accessible, Such a Peegr in showled te nuthonwidge dn seope te Prevent unnecess..) 
regtrictiona oa mebtlhoo | Co tedtuce tho uced fo; [tecnscee, ded LO promoce advance- 
menC and entcy .pportundties for OC. upactonal therapy pers oanel . 


Lt is fayrerative thar oo. wATTY Ghoaehe ea ot AOLA ass peoatible be AntLmat ely {nvolved in 
ali stages of develupacn. of cht» pre, tao, Tits plan provides a mechanism whereby 
national leadership and <.ordination can Be provided while making possible active 
participation by the members of AOTA in detining the processes, Go well as the gtan- 
dards, which are most vomducive to matneenance of btah quailty services tn occupa- 


tional thera:y. 


t. 
ices dont ce made Asnuall, to che Del.gate Assembly sy the AOTA staff - 
member responsible fur directing this preject amd by the vartous Council chairmen, 
{n addition to quarteriy repay Co Che Executive hoard, Proposals for budgets - 
should be submitted with each oort., A final ceport should te presented within 
Chree vearn, if posslblw, but me Later: than £Eive yeagroa from tkia dete, 


PePOr&Ls woo. yk toae Lehug ead. Cowal devehwpmernt wl standaids and suppor: 
4 
i 


Finally, where possible ant feaatbie, grant support to expancl the cperact{ons of the 
banic groups asatyned to sewplete cAls project should be sought, although ft fa ante{- 
cipated that the basic oest ehould be assumed by AOTA, 


ACTLOM BY THE DELEGATS AN SEMALY . 


Adept at > oobnetded, 


Data: Amiri. | duo] ; ; 


Il. 


a PACZOROLTD INFORMATION = RESOLUTTON #200-71 
: ! - : 


7 
i 3f = 
« The Delejy ite Assembly, on October40, 1569, “moved and passed unandmougy by Lega- 
lucion ta authorize the Couneil on Standards to establish’ realistte lets . for an 
effective, means. of maintaining eligibil{ty for annual renewal of repinir.. oi and 


eabersitids and that the Bylaws be amended ‘to incorporate such stiodards au cvitertia 
for continuing membership ih the ‘asgociation", 
Lyla Spelbring, OTR, Chairman of’ the Comnittee on Standards for the Profession, duly 
appointed Rosalia Kiss as Chairman of a Sub-Committee on Continuing Resistrution and . 
Certification to fulfill this charge. Committee members were Yorothy Lliiots, OTF, 
Sigrid Hansen, OTR, Harriet Schmid, OTR, Doris Slack, OTR, Lyla Spelbring, OTR. and 
Mrs. Mary Willy; ‘Mrs, Martha MopEseN, OTR, Chairman of the Committee on Continuing 
Education served as member ex-officio. Resolution #195 was subsequently submitted. 
to the Delegate Assembly at ite annual meeting on September 16, 1967. ‘Hesolution 
#155 contained a proposal whereby minimum requirements for registration were to be 
completed every three years. The responsibility for submitting proof of fulfillment 
of the requirements remained with the individual AOTA member. The individual members 
were then responsible for submitting the necessary forms to AOTA, headquarters, where 
the information was to be pret A Committee on Continuing Registration and Cer- 
tification was to be established*to consider problems and proyide interpretations: of 
policy, The Committee on Continuing Education also was to be responsible for‘iden- | 
tifying and providing appropriate courses and workshops. This resolution was de- 
feated, ‘and the charge was again returned to the Council on standsrds; Committee’ on, 
Standards for the Profession, 


- 
* 


At the annual Delegate Assembly meeting of the American Occupational Therapy Assoc~ 


‘Lation on May 1, 1970, Resolution #286+70 was adopted, This resolution reads: 


"Be it Pevolved, that the Delegate Assembly instruct the Council on Standards 
to establish realiotic standards and methods of implementation for an effeétive 
measure of maintaining eligibility for annual renewal of registration and/or certi- 
fication, and . 

Be it further resolved, that the supporting material in Resolution #155 be 
considered in their deliberationst and that the Council on Standards report their plan 
to the Delegate Assembly at the meeting in 1971" 


& 
r 


- In May 1970, an Ad Hoc Committee on Continuing Certification and Registration was 


@ 
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formed to respond to the Delegate Assembly's charge. Membership on this Ad Hoc Com- 
mittee included: ' ; 

Miss’ Jerry A. Johnson, OTR, Chairman, Ad Hoc Committee 

Miss Joanne C. MacDonald, OTR, Incomirig Chairman, Council on Standards 

Mrs. Gail Fidler, OTR, Chairman, Committee on Standards for the Profession 

Mr. Fred Odhner, OTR, Committee on Standards for the Profession 

Mrs. Charlotte Nesseth, COTA, Committee on. Standareés“Tor the Profession 

Mrs. Irma Bolton, COTA, liaison, Council on Development, COTA Committee 

Mré,. Joane Wyrick, OTR, eheiryan, Council on Practice 

Miss Carlotta Welles, OTR 

Mrs. Ruth Brunyate Wiemer, OTR 

Miss Margaret Smith, OTR™ 
Members of this Ad Hoc Commit tee surveyed and prepared reports as background material 
for the work or the committee. . r 
l. Nineteen professional associations were contacted to détermine what, if any, 
action they had taken to develop standards or models to insure continuing competency 
among their members. Of these, two, the American Academy of General Practice and the 


“American Dietetic Association, have standards for continuing registration, Partici- 


ws 
we 
aw 


o.. 
ERIC 


“et Background Information: 
Resolution #300 - p. 2 e 


which invalidate the: initial sea icae. Sitch armies A member. to  prAetlebe,.. 

It was reported that a third aasoctation, the American Osteopathic Surgeons, 
ie using the Professional Exam(nation Service to help them devise a voluntary self- 
ageenament examinat Lon, complete with atludy references, au their melita S a 
toward setting standards for continuing registration, (The estimated cost 
developing this one evaluation tool ranges from $15,000-$25;000, which ta ate 
outlay; fees--approximately $25.00 per person--for taking the examination are used 
to maintain ongoing expenses of the examination.). The American Psychiatric Assoc-. 
{ation has a similar plan for self-evaluation, Other associations are studying the - 
possibility of adopting standards for continuing certification and registration. 


2. A review of legal aspects related to standards for continuing certification. and 
Yegistration revealed that it will be very difficult to remove certification or 
registration from’anyone who has fulfilled the basic requirements for becoming a 


practitioner, This can be done through due process, resulting from a breach of 


moral or ethical codes. However, evcry state has laws which require employers who 
are certified by the state to exercise due care and selection in hiring procedures, 
Therefore, it is possible for each employing - institution to impose or enforce stand- 
ards relating to continuation of education and the maintenance of qualifications 
which enable one to provide adequate quality care and treatment, Thus, the employ- 
ing institution could be held accountable for employees who.do not maintain adequate 
standards of proficiency, This suggests that each employer has a responsibility to ° 
evaluate employees and to suggest and support ways in which they can improve their . 
performance, Legally, any standards which are adopted must have well-defined levels 
of appeal, with the arerere ape eee being a court of law, : 


3, Social issues involved in considering’ the imposition of standards for continuing 
certification and registration include: b.. 
| | | 

- @. the tact that there now exists a serious shortage of qualified health 
personnel, and all health professions are considering alternative ways 
(in addition to our traditional educational-diploma route) of qualifying 
personnel to enter the. job market and to progress within the profession; 

b. the economic consideration that quality care and the availability of adequate 
numbers of personnel cto provide that care are related so that it is difficult 
for one to exist without the other; ‘ 


c. Congress has directed Health, Education, and Welfare to'conduct a study of 
licensure to see if licensing creates artificial barriers which prevent 
skilled persons from entering or advancing within the health professions; 


d, the development of additional standards can.be potentially viewed as being 
discriminatory anc as protecting the profession, rather than the consumer, 
{f adequate precautions (such as providing supporting services to enable 
members of the profession to “fureil4 the requirements) are not taken; and 


e, AOTA should ally itseif with other accrediting agencies and bodies so that 
as inscitutions are acereditedg the service programs in occupational therapy 
are also accredited. Such an él'iance should encourage the use of the already 
adopted. "Standards for Service Programs in Occupational Therapy." 


qn. 


A fe 


. a Backpround Information: 
Resolution #300 - p. 3 
2 ‘ ‘ i F 
4. The primary focua of untfonna, civil service Legialatfon, and ifcensure luwe {8 
‘atabltoh entry requirements and Co mitntata jobu, rather than Co encourage up- 
». grading and greater competency, except fasofar as increaaed gtandards are {tmpoaed 


igher level positions or increasce In salary. 


5. Ethtes-clauses, adopted by many professions are more descriptive of the jobs to. 
be performed by the members of those professions than they are definitive about the 
ethical or moral-standards to be maintained by’ professional members. The more gen~- 


eral the ethics clause, the more difficult it is to enforce or uphold, 


6. Finally, the majority of professionals and occupational groups which were con- 
tacted require cémpletion of basic educational requirements, succegsful completion 
of an examination, and payment of annual dues or registration fees as the basic 
“Fequiremente to practice. (Interestingly enough, members of AOTA frequently receive 
‘more services for the amount of dues~--and pay about the same, or less--than many of 
the other groups surveyed. _A majority of other groups require individual subserip- 
tions to professional journals and literature, on Cop of .the basic payment of ‘dues 


and fees.) _ a ' 


It is also well to note that there is a strong movement in the United, States at this” 


period of time to protect consumers, and a number of bills to do this are now ‘under 
consideration in both federal and state legislatures. : 


In addition to the studies undertaken by members of the Ad Hoc Committee, a request 

was sent to the Council on Practice regional coordinators and local, chairmeh of a 
affiliate associations (with copies to’ affiliate presidents and Delegate Assembly | | 
members) asking that local committees be formulated to consider the charge of the © f 
Delegate Assembly, the implications of maintaining a system of continued certifica- 

tion and registration, and to prepare and aubmit proposals to the Ad Hoc Committee. 


These local committees were encouraged to include representatives of both COTAs and. 
OTRs since jthe matter under consideration has implications for all members of AOTA. 


Subsequently, reports, and/or proposals were received from all regions of the Council 
on Practice, from some affiliate associations, and from \some individuals. This was 
an Lesue which generated a considerable amount of interest (and anxiety) among the 
membership, and several affiliate associations and region 4 groups volunteered.to 
undertake further work and planning if requested.to do so. Many concerns and icsaues 
were raised by the membership, and some of those which were repeatedly mentioned 
are listed below: ; 
1. There was some confusion about the basic task as the term "“re-certification 
and re-registration" was interpreted by some as referring to renewal of cer- 
tification or registrztion after this has lapsed; others interpreted the term 
7 to mean continuing certification and registration. Proposals and reports which 
“s+ were submitted thus related to the interpretation of the members. 


2, There was concern about whether this was an honest attempt to motivate and 
reward occupational therapists to be more concerned about and to take action to 
insure that their qualifications to pract£ce prompted high quality care or whether 
it was an attempt to be punitive for persons who did not maintain thelr qualifi- 
‘cations, ,There was also fear expressed that some people would lose their right 
to practice: ‘ie et 
° . Ld 
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Resolution #300 - p. 4 


33. Many reports suggested that we need a élear definition of what ‘constitutes 
good practice, as this would form the criteria against which we would eval- 
uate whether or not a person meets certain atandards, 


There was concern about the availability of educational opportunities, as 
well as the avatlabiiity of a vaghety of educational experiences, for ther- 
apists in rural areag who work’ in one-man departments, who have family 
redponsibilities and cannot travel easily, or who have varying needs deter- 
mined by their area of specialization:or level of functioning. 

P q 


4 


5. All affiliate associations will need to have’ strong, enforceable ethics . 


clauses, i] 

6. The role and responsibilities to be assumed by AOTA (through its national. 

' headquarters and Councils), affiliate associations, individual occupational 
therapists, and employers of occupational therapists, needs to be clarified 
if standards are to be established, 


re Many reports and proposals mentioned the necessity to include procedures 
for appeals, conditions under which exemptions might be granted, and the 
methods by which one can negotiate for a waiver in any set of’ standards, 


oo 8. Considerable attention was given to the problem of establishing standards 
‘according to level (i.e., staff O.T., Supervisor), area (clinical practice, 
education, research), or. specialty (i.e., physical disabilities, psychiatry) | 
end how these aspects of occupational therapy are related Go each other. 


“ 9. The entry of the professional association into maintenance of standards for 

persons who have fulfilled the requirements to practice 1s new, and a number 
of members questioned the legitimacy of this, stacing that this was the indi- 
vidual responsibility of the therapist. What legal, moral, or ethical 
responsibility does a professional association have to assume this function? ——_ 


10, Some reports expressed concern about the role of. peer review and collab- 
oration, how it should be instituted, and conducted, and whether or not it 
would be aééeptable and useful. aa 

+ . : - 

In addition to the concerns which were just discussed, there did appear to be consid- 

erable support among the members for AOTA to promote fhe concept of providing quality 

care. The provision of such care rests on the premise Chat each practitioner must 
continue’ to educate himself, in a variety of ways appropriate to his needs, after 
entering professional practice, regardless Of the level at which he enters. The need 
to be continually involved in self-education as it relates to one's practice becomes 
more necessary for many reasons, Knowledge 1s developing at a rapid rate, New theo- 
ries, techniques, and methods of practice in occupational therapy as well as in other 
professions which affect our own practice, are continually evolving and replacing 

outmoded or trrelevant theo-ies. | Finally, éccupational therapists are developing a 

new sense of professionalism as they move into practice models where supervision ‘fs 

not provided by another profession but must come frown members of our owa profession, 

Given the fact that there is need for continuing education to jmprove the quality of 

performance and practice, tse central purpeuse of any sect of standards which is adopted 

should be to provide support through a eystem of ‘continuing education directed toward 
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‘age and promote the development of enforceable ethics clauses in the Bylaws 


_ a . Background Information: 
Resolution #300 - p. 5 


employers, and consumera, It: thua becomen a resaponsl- 


the practicing therapiata, 
to 


bility of the professtopn to determine what standards should be eatabltshed, 
inaure that there are opportunities ivallable for all members to fulfill the’ 
atandards, to eatablish the mechantun for enforcement of the standards, to in- 


sure that the standards are not discriminatory and unduly restrictive, Co. encour- 
of 


all affiliate associations, and te educate students, therapists, employers and 


consumers about the.. elements, oF\quality care and service in occupational therapy. 
It was with this philosophy that Resolution #300-71 was proposed. 


Following its adoption, ¢ the Executive Board appointed Dre cata A. Johnson as 


employed. “This: action was “taken in Bpdee to develop the basie’ siaee for “the. ime 
plementation of Resolution #300-71, cto,design the job. description for the Project | 
Director, to recommend candidates for the position, and to anattaye such activi- 
ties as seemed basic to the conduét of the project. 


An Interim Planning Committee was Peeaed: consisting of: Bernadine Choren, OTR; 
Joanne MacDonald, OTR; Janice Matsutsuyu, QTR; Cordelia Myers, OTR; Janet Stone, 
OTR; and Harriet Warren, OTR’, Members of the Interim Planning Committee held -° 
three meetings: one in July 1971, the second. in October 1971, and the third tn 
February 1972, The activities of this Interim Planning Committee were intended 
to be considered as guidelines for an incoming Project Director who would have 
the liberty to utilize these plans in toto or to make appropriate changes con- 


“sistent with the’ needs of the project and are described in their March 1972 


summary report. Mrs, Patricia Mayer Shanahan, | ia was aaa ial an full- -time 
Project Director on February 28, 1972, a 


| 
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DESCRIPTION OF THE 
CONTINUING CERTIFICATION PROJECT: 


~~ A PROJECT TO’ MAINTAIN THE COMPETENCY. - 
OF OCCUPATIONAL THERAPY PERSONNEL. 


Ma 


FROM: 


‘The American Occupational Therapy Association, Inc. 
~ Program Development Staff 


‘May 1973 
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Of today's consumers, 


“I. INTRODUCTION - 


Be 


In the vanguard of professional associations to recognize that criter’a must be 


developed to provide. measurable evidence of maintenance of professional com- 


petency, the American Occupational Therapy Association (ACTA) in 1967 began 


_to explore processes for continuing certification, The significant investment of 


fInancial and perscnnel resources resulted in a mandate by. the Assoctation' 5 Delegate 
Assembly i in April 1971 to develop a formal propozal to seek additional: funding. 
Increasing public awareness of the need to establish standards for quality health 

care has caused the Association to. expand and eccelerate its efforts, but it 

should not obscure the fact that the initiative to evolve self-imposéd competence 
criteria was taken by the AOTA itself at a time when it was a decidedly innovative. 
and experimental action, 


The Continuing Certification Project will result in methods to suppoi and enable 


the growth of the sabia of occupational therapy as it meets the health needs 


u 


i PROBLEM ‘os 
The AOTA currently provides mechanisms whereby individuals who successfully com 
plete the requirements for certification are recognized as being competent and ca; aa Ir 


of providing certain occupational therapy services at the time of entry into the pror 


Therapist Registered" or "Certified Occusetvniol Therapy Assistant" by the AQT! hes 


been accepted as the evidence of profes - 1 re ahification by the Federal Gow nee: 


Nee many state and local civil service syste: , en | Ly most cmployers of health cae 


_ personnel, . 


i 


* 


_fession, There is no licensing of any level of sy thee, Certification as "Ocouontin- ary 


\ 
! 


i 


‘As with many other professions, however, once certified, the occupational therapist's 
continuing competency to practice.is not challenged unless he commits ' ‘an immoral 
or unethical act." Thus initial ‘certification has been a virtual lifetime gucrantee: 

of thé eight to practice. . 

Members of the AOTA translated their concern that this approach was inadequate 
into action as long ago as 1967, ‘hus preceding today's vocal demands for consumer 
protection by insurance. companies, legislators, and the consumers themselves. In “4 
that year, a plan requiring each member to accumulate within a stated period aq | / 
given number of points in continuing education was submitted to and rejected by 

. the Association's Delegate Assembly, Concluding that traditfonal continuing ed=_ 
“ueatlon programs relied too heavily on scores and grades measuring knowledge in- 


stead of competency of practice, the AOTA began its search for an alternative 


approach to continuing certification. 


Activities undertaken by the AOTA regional and affiliate associations, committees, 


and individual members have included: 


@ .areview of the action taken by other professional associations 
regarding continuing certification; 


‘ 


a stay of the issues involved in continuing certification; 


‘@ the approval by the Delegate Acenioly of the present plan to: 
develop a procedure for continuing certification (Resolution #300); and 


o the funding initially of a part-time project director and subsequently 
= oh" -a full-time director, including travel, per diem, and operating expenses. 
WI PURPOSES 
The purpose of the Continuing Certification Project is to insure that occupational therapists 
deliver consumer services uniformly and continuously consistent with high professional 


standards, 
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IV CRITERIA 


Soe 


In the course of systematically” involving all levels of the AOTA membership in the 
+ “ 2 : : 4 i 2 


evolution of this project, certain criteria have emerged as being crucial to its 


ultimate acceptance: 


4 


whole. 


An assessment procedure should serve as a learning experience for’ +’ 
each therapist while evaluating his individual competence. 


The evaluative method should promote desirable changes in the 
techniques of practice through feedback to the profession as a 


‘ 


There are several functional levels (i.e., aides, certified oc-. 


cupational therapy assistants, and occupotional thempists registered) | 


and specializations (such as educators, administrators, or specialized 
practitioners in fields such cs psychiatry, physical disabilities and 
mental retardation) within occupational therapy which evaluation 
mechanisms must take into consideration, 


The profassion should not impose nore specific srandards without . 
also making available learning experiences which will endble the | 
practitioner to upgrade his level of competency. ‘ 

ae we ae 
A continuing certification procedure should promote upward mobility 
within the profession and co.tinually serve to improve the quality of 
care atall levels of practice, . 


A continuing certification procedure must enable the profession to 
define the levels at which practitioners should practice and also 


infor: the consumer of what he can expect from the service. 


i! ~ OPERATIONAL PROCEDURES 


A. ‘Duration — 


The. term required..to complete this project is estimated at two years from date of 


inception as foliows; a 


(+) 


+] 


© 


Objective 1 - Nine mon-hs to commence at outset: 


Objective 2 - Twelve months-to commence the third month 


Ovjective 3 - Thirteen months to comraence the tenth month upon 
cothpletion of Obiective | 


Opjective 4 - Twelve months to commence the thirteent month 


Ces 
a i] 


ats 
& 


ee meer 


5 ® Objectives and Methodology 


Objective 1: Development of Standards _ 


a, definition of anbiapnidié ebjcekives, scope and process of 
occupational inereey’ practice, 


b. delineation of appropriate roles. and functions of various 
levels and specialties of y cmeentte 


Ce identifitation of necessary knowledge and skills. applied i in. 
a occupational therapy. . 


d. identification of specific knowledge and skills needed by 
professional categories. ° 


e. member ip input.and consensus. 
METHODS - Project staff will draw upon key AOTA resource members, committees, 
councils, specialty subpanels, local task groups, and expert consultants, An ex 
‘tensive review of professional literature was. begun in January 1972,:and sup 
plemental information will be derived from the AOTA = National Institutes of 
Health ‘contract to delineate the roles and functions of occupational therapy 
SS personnel. Professional and fechiteol occupational therapy curricula will be 
‘examined. Affiliate association and member input’ will be sought by special mail- 


ings, mectings, visitations, and supplementation of local budgets to achieve this 


and subsequent objectives, 


* Objective 2: Development of Educational Opportunities 


a, identification of type and content of learning experiences 
necessary for therapists to acquire and maintain essential 
knowledge and skills. 


b. identification of available and potential educational and 
financial ressurces. 


c. development and implementation of accessible immediate and 
continuing education programs. 


329 


At rw 


oy ee : 


i) 


ERIC 


JA Fait Toxt Provided by ERIC 


# 
a 


METHODS ~ Project staff.will conduct a literature review and will utilize the 


cohtinuing education experience of the AOTA's affiliate association education | 


committees, as well: as saa consultants in en: education. Ada 


ond state health programs will be. studied, 7 _ F 


rs: 
7 


‘ ee oe we 


Objective 3: Development and: Implementation ‘of a Continuing Certification Process 


a, identificdion of assessment techniques and procedure, 


b, membership involvement in pilot testing of selected techniques 
ond procedures, 
c. final selection in terms of suitability, feasibility and accuracy, 


an 


d, implementation rae *) 


METHODS - Project staff will conduct a review of current'literature on possible 


continuing certification techniques, such as examinations, peer review, and self- 


assessment. Members,, local task groups and consultant experts in education, psy- 


chology, data processing, and lesting will be utilized, “Once selection of the ap- 


propriate assessment technique and procedure js made by project staff in conjunction 


with membership, the continuing certification process will be imalemented. 


Objective 4: Education of of Employers and Consumers, | 


a, identification of appropriate employers and consumer groups. 
b. formulation of educational methéds and content. 


c. implementation, 


METHODS - Project staff will work with affiliate associations, AOTA councils and 
committees, and consuitants to develop and implement a system to educate consumers 


ord employers, about standards of service, the continuing certification process, and 


‘the importance of utilizing competent o¢cupational therapists. 
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‘ Project Time-Table 
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AOTA Data Questionnaire (1973) 


a 
. 


Le. ae 


The ‘American Occupation 
y 6900 Executive 


LEASE KEEP IN MIND 


Read carefully the ctafozed instruetions 


questians 
. PRINT ail responses 


and Murk appropriate boxes with an’ XxX 


cannot erase 


If you wish ta Change a response and you 


the ggh Thre etifire resprarye ot ust the ariawer Dos 


section A - NAME and ADDRESS 


‘In what COUNTY (Note 
your address located? 


Thats scctortehy 


Hf you wish your mManlden ame {or other previuus lapl 
threat 


name) listed in the 1974 Directory please print 
name here 

ectionB PERSONAL INFORMATION 

. Year of Buth (last 2 digits onl ex (94a dy! 


Ethane Oeigin fcher A one) 


1 Amencdn ladian 5 LJ Puei(a Rican 
2 Asian 6 UL] White 
3 Black >| Other 
r {spect | 
4 [J Mexican Americar ee 
. Sex 
1 CJ Fernale 2 LJ Male 
. Marital Status 
Widowed 


i ) Martied a CJ 


2 C] Divorced on Seprardtecd (_] Single 


. Do you presently have any dependents? 


1 (J No 2{_] Yous 


fricarribiers I 


1973 Data 
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al T 


Bot 


adcuompanying individual 


draw a line 


NOT euvrilty) ts 


A 


for AOTA uss 


_ rapy Association, Inc. 


ard, Rockville, Maryland 20852 


asked tu choose a response trom a 
be sure to read the entire list before’ 


4. In several questions, 
rather long list 
making your selection 


you dre 
In each case 


Do not remove the attached label It identities your Questionnaire 


6 Please retuen completed questionaire i) the enclosed eayeloipe 


(please ¢ any error iy nartie and asdress | 


Section C - PROFESSIONAL or TECHNICAL 
EDUCATION V- 


This seGtion Geals wily with , ous educallon in occupational 
therapy Education in. fields other than OT is covered in 
Section D, 


B Du have a baccedlaureate degree with a major in 
‘Occupational therapy ? 


aL) No 
9 i YES 


Schl 


you 


é L ] Yous 


Net Eerie ad haat 2 afigets! 


aiddsters deqree in occupational therapy ? 


2 LJ Yos 


ta baa hictve: 


yurld 


1 L_| Na 


}}oit yes 


Suh 


Your Earned (last 2 cfigits) 


fn 


If not already listed above, at what institution did you 


receive your basic education th occupational therapy ? 


School 


1 L_] Certiheate or Diptoma 2 { | AA Degen 
. : + 
Year Earned (last 2 ciqets} 


13. Are you now pursuing an academic deqree? 


1 ia No 2 CJ ves : 


AOTA 1973 Data Questionnaire 


14. lf you are now an OTR, were you previously a COTA? 


lal No ne 2 ves 


15. lf you aré naw a COTA, how did you reach your certifi- 
cation? (check one) 


" CQ) AOTA approved educational program—Comprehensive 

2 LJ AOTA approved educational program—General Practice 
_ (Geriatrics) 

3a LJ AOTA approved educational program—Psychiatry 

4 (J Grandtather Clause -General Practice (Geriatrics) 

5 C] Grandfather Clause Psychiatry 

6 Cc] Military Tech Resolution #284 70 


Section D -- OTHER EDUCATION 


1§. What is‘your highest degree in a fleld other than occupa 
tianal therapy? (check one) 


1 L] Associate 4 C] Haeiate . 
> [_] Baccalaureate 5 CJ Other 
(| yercrt 
3 LJ Masters 7 (specity 


6 (J None 
Yuar Earned (last 2 digits! : 
Major held of study 

School 


fname and location) 


17 Are you Leensed or certified tn any of the fo Howing 
nels heck Up) 2! 


Olt. : Fatucation orb | Speeut Pathology, 
02 Cj Nursing _ Audivlogy 
Ou [_] Physical Dherapey oe l | Therapeutic Rectedtian 
oa (-] Pay chology 09 {_] Vocutionadl Rehabittlation 
04 fa Social Work 10 [] Other 

(Ve F R (afaee ety 
O06 | | specral Echo iti rr | None 


Section & « EMPLOYMENT 


18. Whats your present employment status? (eneck one) 


bet 7 Frnployed tull tiaie (30 oF more tra per week) 
2 (J Ernployed parttime (ess than 30 his per week) 
a | | Working as volunteer 


4 [| Net vrifloyed Plan ta work aqain 

5 [ ‘| Nor iiplaye gd don’t plan to work again 

(lf vou checked box 7, 2 ar 3. eantinue with the next 
question ff you checked box 4 or §& skip to question 28.) 
If you are setfemployed (that is, if you reccive payment 
directly from your patient/client or his agent, or if you 


are paid on a contractual basis), check here... . a _]: 
19. Present: Employer PRINT the name of your present 


employer as you wish 1 to appear in the 1974 Directory. 
@!' yeu work at more than one cia list the PRIMARY 


BNC" ao 
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page 


ADDRESS (number) ——~—~S~S*«SU sree) 


CITY 


ZIP CODE 


un 
4 
b 
i |! 
Imm | 


20, 


bt 


23. 


fypen fy) 
1. How long have you worked tn this facility ? Y 
. Describe any other facility where you present Codes 


“ly work. (Select the appropriate codés fram 


Describe the PRIMARY facility in which you. wor 
(check one in Category A and one in Category B) 


Category A ~- CONTROL or OWNERSHIP 


1 C) Federal, Vet. Admin 5 C] City ‘County 
2 C) Federal, other civilian 6 C) Private, profit 
3 C) Federal, military 7 C] Private, nonprofit 


4 Cs State 


Category B ~ SETTING (READ ENTIRE LIST, the 
check thé one that best describes your facility) 


01 L) College, 2 year 


02 LJ Colleqe/University, 4 year 
03 Community Health Program 
04 C] Community Mental Health Center a 


05 ia Correctional Institution 

06 C] Day Care Center 

07 L) Health Maintenance Organization 
o8 ‘ea Home Health Agency 

General 

Pocligtt tu Hoop tal Short Term 
ts] Poy chiatec (less than 30 days) 
[- Other Specialty 


[ J Coeties al 


(] Podlatete Hiyrapettat borg term 
[~) Psy chidtiie (30 or muie days) 


16 Other special ty 


17 Ly Private Practice 

18 LG Pubhe Health Ageney , teat 
9 J Reaional Mecieal Program 

20 Pu} Rehabilitation Center 


21 a Research Facility 

22 [J pehoul & System (including Private whoo) 

23 C] Sheltered Workshop 

24 Cc] Skilled Nursing or tntermedite Care Facility 


25 Cc Other 


categories A and 8 above and enter theny at. 
right) * 


What is your official position tithe at your primary pla 
of employment? 


AOTA 1973 Data Questionnaire qe | 
ees as ates eens 7 Page . 
24. What is your PRIMARY function? (check one) 06 Burns 
01 i Administration “. : 07 Cancer 
02 [a] Consultation 08 Cerebral Palsy 
* 03 bal Provide direct patient/client service—Evaluation & Planning 09 Character Disorder 
04 CJ Provide direct patient/client service— Implementation 10 CVA/Hemiplegia 
05 C] Provide direct patient/chent service— Both 03 & 04 above 11 Developmental Disability , 
a “ other than 719 
06 C Public Relatians/Information 7 sae . i 
07 Cl Research be rag sigs Codes 
os La Supervision 1S Pree rein . Most 
—— Be oe eee ¥ ; Frequant 
09 L] Classroom Teaching "8 Hand iaey ' 
10 Field Teaching 18 Hearing Disability ; ‘ 
ies ; 16 Heart Disease 
; - ispecity] 17 High Risk Population ; 
25. If you have a SECONDARY function, select the , ©°% , 1B Re iduey Pesuion 
appropriate code for that function from the list | ; 19 Mental Retardatiun ‘ 
above and enter it at right. 20 Multiple Sclerosis 
ne ; : : 1 Musculd troph 
26. Are you responsible for developing the budget for the OT a aa . li 
department in your facility? (es 
Oj _ 23 Peripheral Nerve Injury 
1 No 2 [J Yes 24 Psychosis 
27, 1F you are presently invalved in the delivery of OT -25 Respnatory Disease 
services! 26 Spinal Cord Injury 
a, What is the age range of the patients/clients with whom ape eines 
you usually work? ‘ 28 Well Population 
1 4 0-2 yrs 5 C) 20 64 yrs 29 Other 
2 CI) 312 y0 ‘ 65+ yrs (specity | 
3 13.19 yrs 7 O Mixed ages 
« Cl Both 3 & 4 aie 28, If you are presently unemployed, how long ago were you 
last employed? months ; 
b What are the health problems of the patients;chents pune ont “a ee 
you encounter most frequently in your work? (Select. |. : it 
; ork 1 = te ‘ 
up ta & in order of frequency and enter the codes for ao ee ie Noent in any of the following languages? (check 
your sefdectrons in the spaces provided) ao oe 
. , oi LJ Aine ican Midhen 06 LJ Italia 
oF Alcoholism ; 02 LJ Arabic 07 L] Portuguese 
oz Amputation ‘ 03 Chitese on Japenese 0B [] Russtan or Slavic languages 
O03 Altettosch toss fr 04 C] French 09 CJ Sign lanquage 
04 Arthritis Colhiqern, Wider ‘ 05 L] German 10 L] Spanish 
OS Behaviot Disorder ; 1" [ Otner 7 
; aa (ggreses Lye) 
Cut Here _ 
1. Membership category (check one) »LIOTR 2L] COTA 
PROFESSIONAL INCOME : 
2, Please copy the codes for your answers to question 20 here 
AOTA receives almost daily requests for 3. Please copy the code for your answer to question 24 here oo. 
information about the cost of providing | ; : J . 
occupational therapy services, To satisfy | 4. In what state (or country, if outside U.S.) do vou work ? 
these réquests. and to provide your asso. . a oe =) . y] . 
these be aad ind to provide oe ae 5. Employment status: Oo Full time 2 CJ) Part time 
ciation with the data necessary to do its ' ; 
job effectively, accurate salary informa if 6. Annual professional income: 
tion is needed. P Bo. bd _ up to $6,000 6 LJ $14,000--16,999 
Because one’s income is a private matter, $6,000-- 7,999 7 C] $17,000- 19,999 
this “Imcome” section can, if you desire, LJ $8,000 --9,999 Q {| $20,000- 23,999 
be detached from the main questionnaire 1 [) $10,000~ 11,999 9 LJ $24,000' 


ind mailed separately. No /nd//vreual iden- 
tification need be included. For the data 
tev he véssifuil,, haWwever , s0me genera/ infor- 


yE RIC’. i Needed, 
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7. \f you provide 


s (.] $12,000-13,999 


146 


consultant services, what is your fee? per hr, 
he # 


per day: . 


-A 


OTA 1973 Data Questionnaire 


Section F — OTHER PROFESSIONAL EXPERIENCE - 

30. What do you consider to be your main areas of work ex- 
perience? (Select up to § from the ists below, and enter 
the codes for your selections in the spaces provided) 
GENERAL AREAS 


31. 


_ If continuing education opportunities 


* would best fulfill your needs? (Se/ect 


aage 4 


Could you teach or consult in any of the areas in 

question 30? 

1 LI] No 2 L) Yes. in : , : : 
(code) (cade) (cade) (cade) 

Codas 


were made available to you, what areas 


01 Administration ‘ : ; ‘ : 
eaten up to 4 from the fists in question 30, 

03 Comprehensive Health Planning and BORE TE CODES A ERE ep eces set 

04 Curriculum Design i right) 

05 Fiscal Managernent (budget) a 

06 Grant Writing “ 7 eee By et Be en a 
07 Legislation 33. Delegate Candidacy ~ according to AOQTA’ bylaws 


Personnel Management/Supervision 


Program Development/Organization 
Programmed Instruction 


F 


Public Relations Codes Ay 
“Mast 

| 

I} 


Research Methods 
Teaching Methods 


Gxparianes 


SPECIFIC AREAS ; 
14 
15 


16 


Activity Analysis 
Adaptive Equipment eo 
Architectural Planning and Design ! ; 
17 
18 
19 
20 
21 


22 
23 
24 
25 


Matar Funetioning 

Sensory Integrative Functioning 
Cognitive Functioning 

Social Functioning 
Psychologigal Functioning 


Group Process 
Infant Stimulation 
Orthotics 
Prosthetics 

26 
27 
28 
29 


30° Other 


Self Care Performance 
Play Per formance 
Wark Performance 
Daily Life Adjustment 


3D 


hpecity) 


The American Occupational Therapy Association, Inc. 
6000 Executive Boulevard 


Rockville, Maryland 20852 


i4 
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34. 


candidates for delegate and alternate to the Delegate 
Assembly must have had a minimum of five years of 
active practice, one year in an official position in a 
local association, and one year of experience on a 
national committee. 

Have Vou had at least five years’ experience in active 


a. 
practice? 
1 C] No 2 CJ Yeu 

b. Have you served for a year or more in an official 
capacity (officer, committee member) with an occu: 
pational therapy affiliate association? 
1 C] No 2 C] Yes 

c Have you served for a year or more an an AOQTA 


committee? 


1 LI] No 


2 C4 Yes 


Have you been Involved In and/or held office in commu- 
nity or political organizations? 


1 LJ No 2 C) Yes 


Have you ever had a professional papet published in a 
journal, book or monograph? 


1 tC] No z C] Yes 


i) 


¢ 


APPENDIX LV 


List of Task Force Members and Consultants 


Part 1 & 11 


Part 1 


Task Force’ Members, Consultants, Coordinating Committee Members 
~ 


* 


Task Force Members 


The task forces developed the preliminary editions of the standards which 


a 


The task force members included: 


Developmental Disabilities 


K. Ann Evans, OTR (Chairperson) 
Occupational Therapy Department “): 
Medical College of Georgia: 

Augusta, Georgia 39992 


Ted Becker, OTR 

Occupational Therapy Section ; 

Walter Reed Army Hospital. ; 
Washington, D. C, 


Judith Sage, OTR 
Elizabeth Levinson Developmental Center 
Bangor, Maine 04401 


Betty Scanlon, OTR 
David T. Siegel Institute for Communicative Disorders 
Chicago, Ilhinois 60616 


ee 


Physical Disabilities Task Force 


Major Carl. Sundstrom, OTR (Chairperson) 
Brooke Army Medical Center 
Ft. Sam Houston, Texas 78233 


Nikki Marmo, OTR 
University of Florida 
Gainesville, Florida 32601 


Lt. Col, Ronald Bailey, OTR 
‘Wilford Hall Medical Center 
CMR 8 Box 9172 

Lackland AFB, Texas 75236 | ; 


-" 


Rg x Sub Wilson, OTR 
, _ John C. Whitaker Rehabilitation Center 
.3333 Silas Creek Pkwy. 

Winston Salem, North Carolina 27103 


'tly:< American Occupational Therapy Association 
Affiliate Liaison for Health Planning 

_ Government Affairs Division 

» 6000 Executive Boulevard 

~ Rockville, Maryland 20852 


Stroke Task Force 


Judy Ford, OTR (Chairperson) : 
Highland: View Hospital 
_ Cleveland, Ohio 44122 


Michele Mulhall; OTR 
326 Sylvan Avenue ea , 
Waterbury ¢ CT. 06706 


Ellen DeAustin, OTR 
Résearch Hospital 
Kansas City, Missouri 64132 * 


Dorothy Wilson, OTR . 
- Rancho Los Amigos Hospital 
* Downey, California 90242 


Arthritis “Task Force 

James Hammond; OTR (Chairperson) 
Jacksonville Memorial Hospital 
Miami, Florida 33136 : 
Frances Silverstein, OTR . 

| The Good Samaritan Hospital’ 
Baltimore , Maryland 21239 © 


£59 


ate : ; 
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Arthritis Task Force (Conf wed) 


Naomi Haviland, 


“University of Mic gan Medical Canter 
_ Ann Arbor, Michigan 48104 


Ruth Ann Watkins, OTR 


- Rehabilitation Institute of Chicago 


“Chicago, Illinois 60610 


Jeanne Melvin, OTR 
11954 Motitana Avenue 
Los Angeles, California 70049 


‘Mental pee th Task Force | 


; Braiden Burke, OTR (Chairperson) 


New York. State Department of Mental nyglens 


Albany, New York, 12208 


Patricia Hammeke , OTR 
205 Hilda Avenue 4710 


Willowdale, Ontario CANADA M2M 4B] 


Claudia Allen, OTR 
Psychiatric. Baits Wise Gs Medical Center 
Los Angeles, California . 


Ellen Kolodner, OTR 
Norristown State Hospital 
Norristown, Pennsylvania 19041 


Joseph Chase, OTR 

College of Allied Health Project 
Temple University 

Philadelphia, Pennsylvania 19140 


Robert Schroff, OTR 
RR 1 


Augusta, ME, 04330 


‘ ee 


Consul tants with ex pertise in developing standards ‘of job performance 
and patient care evaluation studies provided advice and guidance to the 
- Project Staff and task force members, The consultants included: 


Clement Brown, M.D... 
Director of Professional Services 
American Hospital Asgociation 

_ Chicago, I Ilinois 


Rosemary Mc Conte. 
4s Staff Associate he Ss 
Bureau of Professional: Sanvices 
American Hospital Association“ 
Chicago, Wlinois 


Donald Dennis, Ph.D, 

Director, Medical Education 
Daniel Freeman Memarial Hospital 
333 N Prairie Av enve 
Inglewood, California 90301 


Other consultants reviewed, edited and revised the documents pelineating = 
the roles and functions of accupational therapists in the speciality areas, 

a These consultants included: | 
developmental disabilities: : ae A 


Elnora. Gilfoyle, OTR 

Affiliate Faculty, Occupational Therapy: Department 
Colorado State University 
Ft. Collins, Colorado 8052) 


9 physical disabilities: 


Nancy Prendergast, OTR 
Occupational Therapy Department 
School of Allied Health Sciences 
Medical College of Georgia — 
Augusta, Georgia 39902 


arthritis: 
Virginia Stillman, OTR. i. 
“Home:Care Program; Director of Occupational THanipy 
_ ‘Physical Medicine and Rehabi litation 
“3 5t. Luke's’Hospital:.. a oe 
VAS treet and Amsterdam Aven! ee 


* can New York, New York 10025 
= 
"stroke: 
Rita Lefkovitz, OTR’ ; 
Highland View Hospital tse. 
Gleveland, Ohio: 44118 ve 
F AOTA Continuing Sertifi cation Program Coordinating Ci Committee aye 
ane ae the sivspices of the. AOTA Continuing Certifica ‘lon Program, and not 
funded by this contract, the Project’S taff worked with the following representa- poi 
| . tives of AOTA groups which are concerned with the development of the AOTA 
Continuing Certification Program: rene " 
Committee Member: es . . - Representing: 
Bertha Bailey, COTA* . COTA Chairperson and 
_ 10922 Ritow ; » Council on Development 
Houston, Texas 77034 ‘ 
Carole Ann Hays,"OTR . Executive Board and 
University of Michigan Medical Cir. Delegate Assembly 
\ .1405 E Ann Street — 5 
Ann Arbor, Michigan 48104 \ 
5 Gary Kielhofner, OTR ~ Student Organ ization and 
( ; UAF Training Coordinator | Member -at-large 


Occupational Therapy Department 

University of Califomia . d 

Neuro-Psychiatric Institute 7 ' 
769. Westwood Plaza 

Los Angeles, California 99024. 


Committee Member: 


Rleney Miendiansare. OTR © 

Occupational Therapy Department 

School of Allied Health Sclence 

* Medical College of Georgia . 
Augusta, Geérgia 30902: 


Dixie Sleight, Orr 


St. Louis City Special School District 


12110 Clayton Road 
Town and Country, Missouri 63131 


' Gayle Green Smith, OT R* 
‘23612 100 Avenve , SE 
Apt. A-6 
Kent, Washington 98031 


‘Lyla’ Spelbring, OTR** 

Occupational Therap y Department 

Eastern: Michigan University 

Ypsilanti, Michigan 48197 | 

Nancy Talbot, OTR 

Occupational Therapy Department 

Sargent College of Allied Health 
Professions | 

Boston University 

Boston, Massachusetts 


* 


** resigned as of August 1975 


new member as of October 1975. | 


Council on' Education and 


Member=aF=latge ~ 

Council on Pratitica 

Committee, of Affiliate’ : 
Presidents 


Member-at-large 


a 


Executive Board; 


Council on Education and 
Council on Finance ie 


not Part 11 : 
- a ) | | Task Force Members and Consultant a 
( 


7 ul o 
, susan B, Fine, OTR 
115 W. 88th Street 
New York, N.Y, 10024. 


Shirley Zurchauer, OTR 
78R Winn Streer © 
’ Woburn, Massachusetts O180! - 


“Deane McCraith, OTR . 
37 Cypress Street - 
Newton Center, Massachusetts 0215? 


Nancy. an OTR 
_ ISI River Street 
Norwell, Massachusetts 0206! 


‘National | 


Susan B. Fine, OTR 
. ‘WS W. 88th Street 
/ "New York, N.Y. 10024 


Anne S, Allen, OTR, M.S.W. 
School of Allied Medical Professions 
1583 Perry Street 

Columbus, Ohio 43210 


Shirley Hicks, OTR 
P.O, Box 457 
‘Cedar Crest, New Mexico 87008 


Consultant 
Patricia M. Shanahan; OTR 


— Apt, 8G, 77 Seventh Avenue 
~ New York, N. Y, ‘TOON 
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APPENDIX V_ 


cam 


I, The Roles and Functions of the Ssacatnl Therapist: 
‘ As a Mental Hea Ith Practitioner : ) 
. lin the Treatment of the Developmental ly Disabled Client 
Z if the Treatment of the myn Disabled Client 
An the Treatinenit of the Stroke Client | 
a _In the Treatment of Clients with Arthritis or Rheumatic Disease | 


ie 


2. Glossary of Terms 


Prepa a under thet auspices of the AOTA Continuing Competency Pissed x 


monroe No. NOI- “AH “44116. 


Jan vary 1976 ys 


ro 
Gh 
oS 


| a 
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THE ROLE AND FUNCTIONS OF THE OCCUPATIONAL THERAPIST: 
AS. A MENTAL HEALTH, PRCIEHONER 


BY DIANE SHAPIRO, M.A., OTR | a 
PRINCIPAL INVESTIGATOR , 


General Definition of Occupational Therapy’ 


Occupational therapy as an applied science is concerned with directing man's . 


participation in selected tasks to restore and enhance performance, to facilitate 
7 we & . * : 2 2 


learning gf tasks identified as essential for adaptation and productivity, to.minimize 


pathelogy and to ems maintenance of health. Its fundamental objective 


* 
a 


is the: development and maintenance of the capacity oe the life : pan; ee 


to penis sal satiffaction to self and others, those tas ks an roles exsential 


1 


4 


a 


> 


. to produclive living. 


Reference to occupation in the title is in the context. of man's goal- directed 
Pp ; ; ie 


ay 
st 


use of time, energy, interest and attention, © ‘ of 


i) 


The Role und Function of the Occupationa | Therapist as a Mental Health Practitioner ; 


The specific roles and functions of an occupational therapist as a mental health ° 


' practitioner with individual or groups of clients are related to: (I) sereening- 


ad 


ia 


evaluation, (2) treatment or program planning and (3) treatment or progrqm imple- 
7 mentation, Secondary or supportive roles and functions may include education 


and supervision of students or technical staff, administration, research and consultation, 


r 


The scope of the role of the dccupationa! therapist ately f is described in this 


g with adult Sie: 


document i is limited’ to the secopcitonal therapist Ww 


ices of the ocdipatonal therapist, however, ach come, fiom other” ae 


professional, relatives or directly from clients Services a are offered i in acute 


, or long-term private’ or-public hospitals , psychiatric clinis, schools? community = 


— 4 + 
rr ae : a 


on | mental health (programs, clients’ homes oF piivata practice setting. 


/* Evalustion os, oe a i 
Doo ' a , \ 


~The. first phase of occupational therapy intervention is screening and evaluation 
of task performance, i.e., the performance of self-care, work and play tasks, 


‘the activities of daily living. The therapist begins the screening.process by 


‘making a generalized assump ion ‘about whether the client needs some kind 
apres nasi Obeasticy of client, and/or faniily interview, and a referral 
olen indicate broad areas of duitanellon: During the screening phese; the 
therapist, or example, may ask the client to describe his/her normal daily 
. activities. A poor balance of work and play experiences would be indicative 
of the need for evaluation, In al! cases, the me is focused upon 
obs ervation of the client performing an activity and/o? an interview with 
fos 
\ 2. 


o_ . 
ERIC a 


occupational and sepoiive roles, The therapist must d&cide from this 


{ 


client and/or ay about the client's “ability fo perform within his or her 


a3 


cursory information whether or not the client can participate ina thorough 


evaluative praceduse-or if'a‘postponement is necessary.: A frequent’ . 


‘contraindication for evaluation.may be an acute psychotic state. At such: i 


Ea td 


times, medication and supportive diversional eesti are » recommended,” 


_ The Perrone) of an ndividval ina highly ogitated state may not tbe indicative 
of his or “her actual ability t to: "perform. 


. 


if the elt soa 


Ye o ae 


“the appropriate, procedures. . Ia some facilities, all clients o are, 2 epoluated wie 


ee fe 


eoorele an ‘evaluation ee! may include '« a croft project (with-wrtten ond/or' i 


The therapist would assign simulated tasks or actual activities and observe the 


client's performance in each area, Once the evaluation is completed, and the © 


These Instances are ‘tkely to occur in inpatient programs, but are less likely 
encountered in outpatient or ald programs, a 
oo! | 
: he Oe 7 3 - 


3 
a 


“the same Piepaciiaes: In Binary the melae et will ‘elect ond bosed upon the | : 7 
: 4 ; ‘S, cs 
“elton 5 specific needs ae presenting symptoms The evcaludttén procedure, i 


‘often deiigned by the therapist, is an actual 2étivity-orented Hest situation, For — f r 


es ie 


@ 
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i skills cognitive, ill Intrapersan ! 


‘A reportof findings including all abilities, limitations, envirohmenta| conditions , | 


i 


‘client! Ss. task abilities and limitations have been identified, the therapist would 


decide v upon the causes of limitation | in terms obskill deficits « Additional — 
e a 


or more finite evaluation 1 in skill areas such 1 as. ‘perceptual-sensory integrative 


i 


“and interactional skillé’y and physical’ 


motor aie may be jndicatads For example, if the client was unable to’ 


perform the tasks. that were dependent upon perceptual-iensory-integrative skills,» 
, a. f ss a e 


stondordized tests of f perceptual sensory integrative ski IIs. may, be ddministered. 


. All areas’ of causative factors are explored by further evaluotion with possible 


ah 


“Hy referral to © specialist, eee, neurologist, ‘opthamologist or psychologist visit to 


home,or interview with foil members ee GS pte Pe 


f, 


3 . aS oo, ae 


and assumptions regarding the nature oF the cause is prepared for pa pe 
to selhecgues, superviser ate ; a és ah * cn ee 
: * ‘ ou cae ie As * \ eo ae 3% 
; "| * e A es : , : a = Mh 
! ame 5 * . P e ae 
m4 ee eer fe : 
1, Treatment or Pro ram Planning 7 ; 6 
The second — of inet vencns ‘treatment or program planning consists, of | 
organizing q comprehensive method of heleind the slient to coftect deficient js ; 
skills, acquire new skills and ‘change defined svirchnentel seaceles, ey ck ae gk 
The process of planning must,account for the aces aspiring and actual Se 
i 
a. Re 
.occupational role, developmental stage, socioeconomic status, length of Ly 
ore We: a bs ‘ 
i : ey £ 
; 
' he 
a xe * 


a 
ERIC * 


y 
be 


w 


Priorities for selection of skill integration are chosen collaboratively 


- by the cltent, therapist and other professionals. The selection may. be 


or * personal nyse. 


woe tee A 3 ; “a ; : : eh P) : : 
’ The treatment program planning report includes all recommendations for . 


based spon a ‘developinental sequence (defined, for example, by Piaget or. 


Salle) or upon an immedicite, identified need such'as the care sf a ‘child 


a 


; a eee 


the use, of existing 4 abilities a out-patient, or -ovamee may y bed 
ae 

because of an diage to cope with a ‘fob sesloniient. A change.i in job 

tsk may maximize @ d specific ability. i es z, Lo 


Cas : 
on i . Pe 
’ ‘ 


wae 
‘ 


change (goals), the specific therapeutic techniques to be used, fhe estimated 7 


length of time, the financial implications, the therapist's judgement regarding |.” 
g pist's jude garding" 


i 
h 
ot : 


‘ , ; ; 
prognosis, and plans for after or continuing care. 


5 - = { 
Dealing with Sica astaat is a difficult issue. Amotivational syndromes : a 
are frequently associated with emotional disorders and is possibly a primary factor of 
unsuccessful treatment in mental health, Occupational therapists usually. try to* 
encourage motivation for change by presenting programs that lead to gentle and 
rather rapid change in areas that are "nonthreatening" to the client Before any 
major change can be tolerated, the client must accept the nee for oh the often 


, painful process of change. s 


a5 


. . mt 
‘ - 
WT, Treatment’ - Prog am Im 3 lementation 
: ™ me ita 
ee The assumptions about how change in huinan behavior occurs are the basis 7 i 
= Oy < v. 26 - Bt igo 4, oe : “ , : , ag waylble sol —~] 5 A . 
_' vse -ey Qfthe techniques chosen for oceupat ig al thetapy intervention. Oceupa 
7 ‘ S % . sees pues: * a iT - oi [ ; 7 
‘tional therapist ascribe to various, s tifferent theoretica| principles regarding, © ‘ 
es thgggannet in which the activity process changes, behavior. Thej ‘implementation 
- ee ofa therapeutic. program or specific technique | is dependent upon thighciosen aig. Way 
theoretical perspective, ©: > so ban ee, 1 tee 
Be aud ; of ie oe 
: “ The govibvind three examples will illustrate three:different theoretical ° 
ei aa sopraehe and u use: eof foiniguens a a rr ee re “ 
_ iP Xe Pi yeor-old male accountant, recently unemployed because of his. ‘ 
- “compeny’ $ bonkeptey, ne a second” ee depression". He wos 8 
a achat from ain in attet serv tne is on mestcatin aid wars 3" * . 
a a se Avitiny $6 concentrate, ; attend fo a il sib état i eae “ 
ie maj strengths. “His despeie, most oyidenced By a slovenly oo! ie a lebanon 
. appearance, “considerable Weight tos and: lack of motivation arg 
“factors most ‘dcihaental to his preset Aner SnAg e: Employment t. 3s 
eg, ile identified by client ‘and wife 4 an fniciaalate need. , . 
ae : . ‘ 2 \ , : Gi 4 
The therdpist in consultation with a dietitian could discuss 4. 


recommendations for a diet and develop a behavior modification ® 


mea” 
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= 


t 


in the,administration of positive infor filed self-cure 
. — 


& t 


and grooming behaviors. ‘As his appearance improves, ; the therapist 


se ‘ean begin rolenplaying techniques as simulated. job interview’’ 


experiences and then refer the client ie ‘ot ‘vecatiohal counselor, OF . et: 


a % © fr 
ao: 


a ‘Placement burequ;, * 


i 


currently b is assigned, Those activities or hgbbies that interest 


7 ae! eal 


him as well as require concentration ond atténtion would be offered. 


e re " to ; ¥ 
4 ee ag ee \ 7 
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A 49 acres female high school crate with a ints “Riding 7 


of schizophrenio, repeated hospitalizations, dna unemployment. is: ‘on. 


inpatient in a state hospital. ne major prcnsinecie compliance and 
willingness to cooperate. She functions ati very low developmental “ 
_ level and has never been able to successfully complete a task other 


> than simple craft projects, Her posture is poor; she has a shuffling’ 


age ot 


gait, weikened muscle tone, abserit eye contact and poor motor 
a : . 


; . F A é : 
coordination, Sensory integrative techniques as described by: 


| - 


. " Specific reinforcers are selected by the client- praise, tokens and coffee 


breaks are some examples, 


z 


proud 
Co 
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“| Lorna Jear‘King, OTR, pire prescribed. i . as : 


x eS ri as * : * = * ha 
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Techniques. that provide vestibular stimulation, such‘as rolling and iy... 


wa 


“1 1) spinning-exercises are implemented, These activities can be offered 


“yin ga group of individually; | : 


Sa aks "a eae Ex a aie 
& 2 {- ' not a {= i 


i - # : . 
‘ 7 1, é ; : i. 8 
Se. 


3, A I8 B yearold tale was ferred to an ouy-petient lini by the school, ' 


truancy ‘and poor ‘conduct j in clas His ere were 2 high i in English, 


. - overage iny other. abject ond fai ling in mal bemnattes, and physical 
Re a educationy; Patient’ $ parents report le layed developmental landmarks 
es cand goheral clumfines as compared ¥0. sib lings ic ee 
: f : . ‘: wea ane ‘. \ 2 , : 
; ‘ “ i : 4 Pea * * 
ae " : 
* pschtorit The occupa ical would select activi based 


wetth 


Y, 9 


-upon the defined developinen al sequence of perceptual sensory | 


_ integrative skills ot A. Jean Ayres 6 oad Newell Képhart”s Skill in 


‘s ear Jean King, | "ne Scan integrative, Approcch to Schizophrenia,” AJOT, AJOT, 
"Vol. 28, ‘No.9, October 1974, tee bs 


60 A, Jean Ayres, "The Development of Per captual-Moter Abilities: A TheoreticaJ 


Basis for Treatment of Dysfunction”, The Development of Senso y Integrative Thegr _ 


and Practi¢e,, Kendall/Hunt Publications , ‘Ince, ada lowa, 974, 
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perceptual sensory integrative Performance would be likely to 

help him attend to the structure of school and authority and may lessen , 
his need for antisocial behavior. 

Concurrently, activities that incorporate his verbal skills such as debate 


groups anc! acting classes, would be assigned, 


The occupational therapist muy riot be the person responsible far admin istra- 


tion of all activities. Otten un occupational therapy assistant or 
‘ a) : 


2 Le 


recreational therapist helps implement the program, The occupational 
therapist is usually in charge of planning, sele cting and assigning the 


Particular programs or ycups 


I, sony fucthittes ih. vepeete GD Me tot Wet ake ca tte fe eyed ean 
uf ulbens' adel dbian. thal. speele eee Thad theo phe, ep belie addedde dea lo dhe a 
lnferVeNtivn, ussign the client (it ihas is lidicutbed) tou ashedule wt 

dutly enperfences. Ihe CNent's leeeitinen fF aochedule is Cari diated ova, 
opher disciplines atid seri. ai ards tho furntl, af the eftentds TH Wovsy 


oe 2 . : 
‘OUtside of thic tte fine fuctlir, : lic. Ae lead te, wus ig es diy Tiesy su yh 


=. = i ea : : * 3 ax OF Ly 
phase of intervention, During screening -evaluation anc plonning, the 
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Purpose of the total sehedule is diaanesis and cs entation, Initial 
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during treatment-orogram intervention, the schedule is focused 


upon therapeutic activities such as acquisition of skifls, Later it is 
a 


focused upon Transition away from the treatment facility. Often - 


activities outside of the facility such as emp/oyment, membership 


in the "Y'"and time with the family are assigned so that the client’ 


can gradually adjust ty the normal demands of independent ddult , . 


t- 


IV. Reevaluation and Termination 


i 


Reevaluation of the client and the course ut treutenent are const 
¥ te 


¥ 
' : 
' 


y ane sg ne 
thsoughout the aa _ Recommendations for changes aré indde accordingly. 


: Gea F sod 
. / 5 : 


‘ Pa 
Ideally, the terminulton of treanaent is pocunuended upon achievement 
‘ 


cal fae Is. Kelibues ceiett pulivte- fous lity requirements and chient's 


raCtivetre., wie sflen facteurs thar thei Phe pernn of beniNation. These 


Th (OM Que dderititled excl ceerho plans ae ectutdes thane 
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ROLE AND FUNCTIONS OF THE OCCUPATIONAL THE RAPIST 
E TREATMENT OF THE DEVELOPMENTALLY DISABLEL GLIL tI 


BY ELNORA M.’GILFOYLE, OIR,, FAOTA 


man gh Ee ees g 
13 SPECIAL CONSULTANT 
; 
= a 
Introduction : ° 
The o cupational therap service weogrum tor on i idividuat aith a deovelQpncn tal 
Py Pies i 
disability if based upon the process of normal human growth, development ard 
=) at = af fe 
~me@turation. <nowledg. -f a growth und develupment process pro t to. @ thai 
: a 


“work for the evaluution vt the presenee uid degree ot dy sutve thon cred the se deatacns 
5 . ’ 


a 


at the specific methwivlugy vod media ottliced tu MOdih, the v tient’: GeCtge tonal 


periomance sills dnd the conmuacadits wemdedl too welvte << tlyaes skills. 


V (> . 


The objeut ¢ of the Yoouputbenal thetapy DFOGM MN tI pa. bbe thee to Wit 


MGs b, Abdaoh he she coun Qderpet (Mwie success cul, I I. 


2 Cer | hee. 


fo focttitate the tet duals cupacit, to achieve hin tar bgt’ Ne igh sal A 1a th ae, 


lity ota « TO a ba Pha gered (ees g eltgatGnl fiend 0 de . exe a Stay 
etter! PL aldecd leaeaheesttal nog Oba Ss Ce d edie Lhe soe thos Cha dasa fir. hose tat ph 
pt qe . Popes bet gp ae thee Pete Pep ete cd ee at Trent 

ha aeatitic ehticaa® aract ‘iseies POM, sued. fon thay lis ai anal Mg gill thes if ve ahve 
the ‘3 Upton therapy pehoeyisans cil a 1 pele. a ae = } 


Aft ough threete ee valefy gh met ads ond Medica ysecd tha ces kes bepica Hee aby 


Jorograms, there ia the cnderlyirny Gonmoncbety of thee ol panproeh Past vite 


Hla 5 the comp let e continuum of sotf-care, work, yhiy, res besatisard, eacte ies 
asia and deisure time activities, These purpasefiuil activities cre ceed 9 
ae H 
-Je vi : 
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therapeutic media to facilitate a higher lewel of functioning so that the person can 
: d 
acapt to the demands of the environmen?, 
: 
The Role of the Occupational Therapist 
‘The occupational therapist has three best interrelated roles: 
aa b 
ON = 
Vs as an evaluator of occu slo Derfarmance skills and components 
ate 
ae a a pluoner of the see iecioesl nerapy program 
‘ 
Js as an implementor o of the occupa: ong) therapy program 
D as es 
ectpateny) sNeraey services are delivered | ing vaidipenagtiros, including home, 
/ bs Pini ee ‘ ¥ "he ‘ 
school, clinic, day care ‘centers, ~rBsidentiaf foctlity and publfc and private agencies. 
The occupational therapist works in cooperation and collaboration with the client, 


the furmily and other persons directly cargerned with the client, ise., teacher, physician, 
a us 


nurse, or psychologist. i program may be carried out on u yne to une Lusis, i.e., 


clHeont therapist, 1h the oltent aad family; of with small of large groups of clients. 
A alter rere be cabaeccd bea we CUPS Bur na { th enuipy wut Viva by ua physicia. rene? vot 
Br ae, 
persons such as yay chu luylst; social Wothke, leacher, of Clent's tumtlyy » Fo ty 
my ta fh a 
ing the receipt of tte ré eferral, Mie vicupationgl therupist evalyates the alter t's 
ey, 


serformanes in Order to tdentif, the deo clpeemecul lo el ef Occupations) sethortnuine 
F ie e , tb F fe 


sxttls and components, undtu determine the needs of the client. 


4 


The occupational therapy evaluation identifies the individual's level of oucupational 


per formance skills and the components needed by the individual in order to achiave 


these skills, i,e., neuromuscusar, sensory-motor integrative and psychosocial 
Pal ae We: 
Reh 
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Fa 


behaviors, Because the ability to sotae and function within the environment 


is dependent upon many aspects of behavior, the occupational therapy evaluation 


also considers the cognitive and communicative components and the cultural and 
physical environment of the individual as to their influence upon the client's 


pertommance 


OCCUPATIONAL PERFORMANCE SKILLS: 
performance ot: 


9 self-help tasks 
o play/leisure time tasks 
a school/work tasks 


ie iad a or | 

- : : 

a ", ve 

* 

ad x Fe | 

ae + i) : 
oe en 

' 


an > cel Ths a . ers 
Sensory -meter Components Psychoso¢ jal components : Cognitive 
Hp ly “ i. 8 ' oe " 
‘i Sees sey, ‘and 
: & i tte, a Hi) gy ; 
@ HieGtinbaeeslds kL ° developthentiat,.. _ Communicatiy « 
© sensory-motor iia: self -_ ‘'& Cémponents 
grative @ dyadic and group 
: interaction 
Ragh 
ess = oR 
ad 
[iaaual wey ails | 
@ Li. pare ew | 
o lite style | 
—e J 
Vt .. cermal yar, a the « «@ lesa tes soca brad afe Gd Vortel, peste | i i 


tional therapy program foray glean individuals Purposes may tec lade. 


Al muintenance Of the preacnt level of de wlper ert 
Fi Me Ae = ee ae z : 
B. prevention of dystunction, disability and ‘ur dev elopmental regression 
4 
Vopr ay 
a 
= a* 
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C,. restoration of deformity/disability 
D. facilitation of development and maturation 
ifeed i 
‘ 
a 5 
Based upon the results of the evaluation, the therapist, in collaboration with the’ : 
client and family, establishes the immediate and long range goals and plans the 
is Lu oo a, 

occupational therupy pragram, The program-is designed to maintain and modify the 
behaviors of the client by facilitating a higher level of functioning. The facili- 
tution of performance is achieved by engaging the client in a specific purposeful 
activity and by structuring the environment in a munner that will modify the 

¥ 
individual's performance, It is the process used by the, clic! in the "doing" ot 
the activity that facilitates the desized performance, 

1 

; a 
froauMmnnay Ihe e pulvotton, palannilray uid program implementatian rol@s uf the 
ovcupativadl therapist are curtled out te fucilitdte those cocuputional pertunnutn. « 
skills that ure developnieutally SPpropriate ter GQupecdth. ladividual. he 
tucittation ot occupational performance skills t. achieved by analyzing the com-— 
pectranifs of behe. loop needed Whe aahleve the akilioo..d engaging the client with 
porpos etl getl Lf that Mia Wi@Ss ad beteg lect lies al ail tenretioning 
“The BECUPAN On! lo vayetee Tha crt al frame cab eh hogt liter ct voati ..4! 


per formance skills and eeetibhantenita beamed opon the Preccss of normal boman growth, 


develoament arid satu t leo | fea thre: aeales sat foc tlitatoa. thie: Thereyotst works with thie 
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client, far’ y ard ‘gnificant others. In order to modify behaviors the occupational 
therapist ie st take « aolistic approach by considering all aspects of the individual's 


behavior o itrelates + the development of occupational performance skills. 


The Functions ot the Occupational Therapist 


I. Evulvation of Uccuputional Perturmunce Skills 


The Oveuputionsl therapy evaluation of the clients Je. clopmental level ut 
occupa tional performance skills considers the sensory-motor, psychosocial, 
cognitive, communicative, and cultural components needed tu achieve the 
performance skills. In oddition, the e uluation considers the relationstip 


“of the components tu each other und how they influence behavior, 


AOU vepedldonc ad peer barman tusks aud adh ou oe ceatderedd try tha wee estes 
—— 


solespetlea: 


i perdu ig Pe a 
Ms feeding, l6@. ability en ia ee : 
Viecalls and bring foud no ct ob thers. cL bela ceb lie deed 
le. 3 dit, fee ctidecratyers d dh tt 
1 bey te puffing ety, cabieed AMEE iy tt yee oad ley 
Jean Grezie By sock. Gs button. Zippers arid tying bie. wht titi, 


and putting garments in storage areas such us drawers and 


closets; 


aro) 
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2. Pluy ‘leisure time tasks including: 


Le 


page 


_ 
‘grooming, i.e. brushing teeth, combing and washing 


washing and curing for body and bodily needs; 


d. object monipuiation, i,e. use of telephone, keys, money, watch; 


* 


#. communication, i.e. verbul ubilities aid breath control as reluted 


ro speaking und task Perfoimunce, written communication; 


stability and mobility to move within the environment, i.e. 


us 
i F, 
rolling, sitting, creeping, standing, walking, running, jumping 
climbing, 
‘ wae 
be. obfeul (nontpu la tbon hake, log. the wae of Ise, a, geilttea, veudtny 
’ 4 
nuibatwldaly g petcils, cha, vie SCbsur., pupeer , rect cullunal 
cyte tperaeed aueb aa bbl yl ee pu eGuets antl Ltcyeles, 
' \ tot sepe eds t an he ita wot, abrbiry beet 
dere tits others , i Wdeteete ured seta competence, 
2 | i ak Washes tiachoding. 
a. percaptual metor fasks, toe. puper- pone th took aah oan Lita 


lus plan muveMents p le@s praxis; visual spouttal refulloa bis fey 


perceiving and copying forms and syimbols gor math, language, 
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. * ee woe = 
and reading; i.e. body schema and image; rhythmic activities; 
hand-eye and body-eye coordination und ability to plant gross 
movements in space; 

b. homemaking tasks, i.e. kitchen activities such as handling cook- 
ing ufensils, washing dishes, cleaning supplies and equipment, 
sewing, washing and ironing clothes, cleaning and dusting; 

ve. vnothesjob tasks, i.e. typing, tiling, handling equipment for 

oe 
Jub tusks, * = me or 
; 
wr 
. a ; fF . 
Evaluation of Components 
‘ 
Ihe OC ku peut boris! Vhs ape, © uluwttun . wiolders the vwiiderl, re eer ee 
N@vessur, tn vider ter the client to white oC akilled performance with selt 
help fual.. play Poder thee tesha aiid shoul “work full. Ident, Igy the 
dee beepers, tul de o1 rl cope timed al at enttl Glo boi priser aen planed 
“uP 


vane hryelementuttan, $ 


| 
rig = a ah 
Ihe wepvniehils af gr. | ia oll tes 4 a eat 
ay 
I aGiiawh, reosebe vibiporearils of 
‘ 
a. Meawmuscular, ie. tonge wlan dla, Me | 


ts sryth 2 filae le 


fone, endurance, functional we ot bud, Lith namerous patterns 


and postures, volitional, spontaneous movement and control; 
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b. sensory-motor integrative, Tee; presence and influence of 
primitive reflexive movement; upon posture and motion; presence 
and influence of body line and equiftbrium reactions upon 
posture and movement; reception and perception of sensory stimuli 


ela P a 
; . sgt fg ays 7 
and the aduptive response to the stimobftclth e initial sensory 
ery 


input, the moter outpul end the sensury teedback received from 8... 


the motor output; body scheme. afi 


Z. poy chusoci al con penents : 


ve 


Long i 
a. kngwledge and use of self, te. ability to perceive self=necds, 


teelings, conflicts, defenses, coping behaviors, sexuality of ar 


- s . 
— : @ \ 


self, salf-respect, feelings of competence, ucceptance of 
ore tesa Utd tailures, sel ve GI GilGad , salt percepllury, selt - 


ON Cept waned aclt identit, , 


( aA 6 gon 1 ib FS i, sews ‘ votde bea. 7 
fact og ths bred, epee ber fb Facltag., erwrest und concerns + tth 


wl Lob ithe: eftd wtih thus, defeat G) avhistasl o, seas! e¢ 


Leha sivrs to ifcoming stiwctl, 


1 Peoetee abPOEn, Pl pee wed ips heb elisdi abby 6. 4 
1easpe. i of wtnotbresn | relution.hips with soburdinaftes und authur i, 
figures, perceiving and responding to anmether’s needs und 


teelings; ability to cope with stress, level of interaction with - 


objects und pemuns such as eye Cuntuct, touching, withdrawal, 


repetitive movements; 


d, group interaction, i,e. sharing, cooperation, respect of others, 


competition, exercising group membership roles, social comper | 


tence, dependency/independency gratification, ability to 


perceive social feedback, 


- 


3. cognitive and communicative, -i.ee. ubility to follow instructions, 
s re & 2 


- verbal and written, comprehension and expression, concentration, 


7 


problem solving, time management, reality orientation. 


4. cultural components, life-space and like-style ~ including cultural , 


und ethnic background, value orientation, tumily relationships und 


activity patterns, socio-economic statls,. architectural barriers, 


® 
7 = 
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alitUde.s vt tuntl, to oad dysfuncrion and disubilit,  fumil, 
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i i ees pete Ray reer rat é sluuti.. ple ees wee Mere ng | 
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Iveéa tur the vecuputional therup, progres 
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3. using fest procedures such as stundurdized and/or non stundurdized 
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ss wf * a ‘ 
2 a 
tests to identitysthe client's abilities und needs with occupational 
oe Tas x aa ¥ 
performance skills and components. : rt . 
—_ a 
- a, ( t+ F 
4, consulting with the client’fumily and other persans directl, 
- involved with the client, i.e. teacher, physician, psychologists , 
’ os eo Fy : ob 
regarding the client's needs and progress. » 
oh , 
5, «analyzing, recording and sharing the findings of the evufuation, 
. : ; $ 
with the client/family and significant others, 
: } 
/ 
: * 4 ‘ , a = a 
/ 
:C, The evoluation py aes cludes ; } 
i : rp . v ¥ 
I, nitiehecras PPUrpose of the hitttal ace curnthas PIO. ow. to fy 
determine the client's peNerul gbilittes und moeds und tu defemmine 
1 the suitability for ve Cupul totaal Tharap , “ut iO. Vypacenn teessel lavgy as 
referral, thres cee eoputturia | ictuPisl eullects and warp tt ics infosmatte., 
fice Thee vetereliny sumpce, ihe clicat fart, wud selbce poe Ete 
information auch os medtool, p> chological aiid subtasel pews 
Ihe therapist reviews and wacl, ae. the lifuienstlor fs de tesietess 
euttability tur cccupetions! thaupy versie, lu selec: those de . Vee, 
mental behaviors which should be turther screened and of evaluated 
4 
by the occuputivnal therapist and tu select those screening sevaly 
ation procedures to be used, - ae 
' Shs, 
ieee 
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The initial screening procedures may include personal Br telephone 


_, 


interviews with the client/family; observation of the client's per- 


oe \. 


farmance with a few selected skills; standarized and/or non-standard- 


ized screening tests in order ta establish the need for more in-depth 


é 


Jnd the types of procedures tu be wed. 


evaluation 
} : war 
Ihe datu obisined from the initiul sCreentig PIOvers is summurized 


and the occupational therapist formulates recommendations regarding 


hither ovulvution and/or types of services which will meet the client's 
: a . vo 


ri af te 
eth 


lish 


\ 


heaerds, Lar diagy the toittal >Creeninyg pie ess, the thorpist IVa y estub 

that the cliant would benefit fiom the services of unother specialist. 
* e. - 

THe theruple! fukes the preapensibiltn, 10 contuet the clieat ‘family 


vind peter then tu unuthen ware Mp hr pb la suet ae, 
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evaluation findings. 


ZZ, flrnattye evalvations the purpose of the fur ndtive ¢ uluation is fe 2 
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aa vvide. 
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a. unin depth wodenturiding of the client’s developmental lev 
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of occupational perfurmunce skills dnd components; 
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be uw buscline of tuecthunul Gbiliites tu measure the client's progress, 


a 
f : 
auven. bs ‘oy 
ie ue the tra fsottueal beads nee ced, bt vt whee a determine a beat need, 
€ 


<t 


program goals, methods aod taeda te be veed} 


« 


J »peertinefit information Waal de algal floaral tee the tated health relma 


* 
program fur he wltoedb, 


ibe. P, ..daafi.<d popes 1 Ayvel Gl la i lew Paces ape dea wubs 
\, : 


es Li. waged der tag 


I. oad wind 


i} - iF S pote. Jury 2 tse 


I 


ks ee aa ba 
ys 


safisf ae sb af ra 


e €e atid. 


tater TE tantahegs on 
: a) 4 


anal lL eees ~ und zy thee. ~ the 


Ih tis 


aod dissccxsaed atibothe client furni ly Pita Tepert of the fermatl vc 
a 


evuluation ine ludes thee 1 cater! in fornia tion , Pres euires used, stand- 


: 4 
epvatians by therapist, 


£ 


flisdinep from WaletredeewS cua wtbs 


3 7 4" 
ch ry : ‘ =, . 


o.. 
ERIC ‘ _ a 


FullText Provided by ERIC 


Upon receiving written permissio ioff from the client/family, the; 


oe 
therapist shares the results of fe evaluation, with the referring SOUFEE » 


ro 


: and significant others, The intéipretation of the evaluation may - 


t Gg “ ‘ : ‘ 


4 we 8 “be shard verbally i in Poronces and/or by, a written, reports the 


op ie 


- therapist records in. the appropriate betonels the dates, discus sions 


* : or 


“= fe and interpretation a all ‘éonferences related to the: Sevalygttn results. 


ee 
: ’ : ; F | ee 
; : : “f . : as ’ a, Fi ype 
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. er 4 ‘ "Fg : , 
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Je re-evaluation: The purpose ofthe retevaluation rocess.: ‘is to. rovide | 
purp Pp ! . 


. 
. a . # 
a . bd om, 7 ' 


the therapist and client/family with a, means to measure change and” 


bo. : : . as CoE 
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6. " Dysfunction is the inability to effectively perform and interact with’ the - 8 
<n i "9 ; Sy ea or ; ; : ; a : 
; an . ‘Methodolégy i is the ffiode, procedure, style, technique ‘and sequence ia i . 
. am utilized by the occupattonal thera sist to decompliah an established pure ee 
: at a : si a * . ‘ F i : a : 
pose.or goal, 7 . so 
. _ * t ee ‘ P 


- Wg. iMedia , i use of an activity, objects, self or others in the occupational = aoe 
5 at 2S . arenes 
“these program to accomplish a. ete Beet oe i oe 


ve g. ea 


Occupational petofnonc, skills are those behaviors and practical abjlities, 


' 


—_— 7 
ay _ whiel att ingividval v uses fo perform selipcaré, school/work and Bioy/ 
sisyre,| dime activittes. a : 
, : &. 


: . re ‘ 
en ‘ ae 
"10. Co ompionents of occupational penton mance. skills are those biological, “| 
a psychological and cognitive proces ses, utilized to accomplish Oc cupétional” 
“ | Beorance tasks, The; zegmponents include sensory-motor, psychosocia I, 
1 
* aw y : : - 
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_ At the time of discontinuation, the occupational therapist mikes a final assess- 


: 
determine appropriate program changes. This process increases the validity of 


te Py . = a oe] a ae Fi , ts j j ; 
specafic goals and continuing effectiveness of the total pecupational therapy 


) program. The therapist reports on client performance and coordinates the 
* . : Lg : 


s z- 


occupational therapy program with other disciplines and services. 


e © 


i a . . 
L rs 


The occupational therapist recommends dis continuation of occupational: therapy 
services when the client has received dptimal benefit from the program. The 


‘occupational therapist's determinatiolf of optimal benefit is based on 
a y ae: ae ‘ | | 
ive and subjective findings, and also to such factors as the cost of the: program, — 


‘ , 


. 7 . ' 
the client's time and financial resources . a ao 


" 


ia 


= o ’ : = : 7 oF 
: er ; ‘ . 
\ « 


’ 


: ‘ e : om . 98 > 
iment of the client's status which includeshe client's response to-the program, « 


-reasons for discontinuation., goals and objectives achieved and,.when possible, 


‘ 
' 


reasons for the client reaching a level of performance beyorid or below the level 


t 


expected, Where appropriate, the thérapist also makes recoramendations for 
~ . f_| Ey e 1 . ae -_ - iN . 
follew-up and/or referral to other agencies and services. = * 


ee 
. 
‘ 


= = * : | i = ‘ : t . 

Proper documentation by the occupational therapist occurs during the entire 

= < a * 3 * 

process of evaluation, program planning, implementation and. re-evaluation. 

: , J ‘ 4 ‘ - 1 ¢ 

This includes acknowledgement of the init‘al referral to occupational therapy,> 
9g \ ; Pye 


avaluative findings, program plans, progress reperts and discontinuation or 


discharge surmmaries. 
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THE ROLE AND FUNCTIONS OF THE OCCUPATIONAL THERAPIST 
IM THE TREATMENT OF THE STROKE CLIENT | 


BY RITA Ler KOVITZ, OTR, 
SPECIAL CONSULTANT | 4 


: 


_ The Role. of the Oct cupationa | _ Therapist 


‘ Sos 


\ 


a \ 


The role of the occupationel sharaiet in the treatment of stroke. patient as a 


| » provider of specitic services is to aid the client in achieving his/her highest 
\. level of function in salf care, work, and leisure activities,. The client's 


Se 


\ performance in these three basic aréas of activity is referred to as "occypational 


pe forrvancea", Towards the goal of optimal occupational performance, oe 
ne ecupa tional therapist develops a specific therapeutic program based on tie client! 5 
\ ‘ 
whotor, cognitive, a psychological, and social functioning . 

\ F . . i : . - 

THe occupational therapist also. works as a team os with other health \- 

2 A . 
practitioners toward shafted common treatment gials; and considers the personal 
goals of the client anc invoived family rrembers. To achieve. this, the therapist ” 

* ' (@ 7 . 


. 
s 


works a3. an evaluator, freatmant planner anc impleméntor, team membér, sup or = 
; * 


visorand, at tings, researcher, | 


‘ 


The’ Functions o* the Occupational Therapist 
f a a ee ee : 


The functions performed ches eccupctional therapist in providing direct services’ 


a : te ™ ' 


to the stroke patient include: 


l, Eva ly yation 


* =e 


Based on the clipnt's plry- nivel ane cognitive abilities the therapist dectces. 


if everduatian in the followina area, eiil be complet e or partial. 


ees 28 4 _ 3 mc , , / “page 2 


; a 7 > 


| ~ A,. Evaluation of Occupational Performance Skills 
1. Self-care skills: The therapist uses’specific tests and observation 
z F - a i 
os ‘ of the client in the physical environment-as well as interview with 


Le mee _* the client and family and information from other team members to 
evaluate abilities and limitations for performing the fal lowing: 
_ + self-feeding, grooming, dressing, bathing, functional hand activities 


ACs; striking a match, handling money, 


‘inding a Match), and’ 


; : 5. semmunlesrind skills (e.g., writing, tel¢plioning). 


a 
® 


: . . al 
y 
* 


. a i. # 
“The therapist categorizes the client's performance in each activity | - 


"ai: dependent; requiting physical assistance; requiring: verba | 


instruction or demonstration; requiring supervision or independent, 


rl 


The therapist attempts to identify factors preventing independent 


function. The therapist also indicates pertinent details about 
the physical set-up ct time of evaluation (eags, activity attempted 


by client in wheelchair, while ambulatory with or without device). 


: 


2, Wark skills: The therapist evaluates the client's cbilities and 


. ca . c ’ ‘ ‘ / ({' 
limitations in performing tasks fequired asc homemaker (e.g.,, meal 


planning and preparction, house cleaning, 'aundry, marketing ), 


student; or employee, The therapist evaluates sitting and standing 
q 
tolerance, mobility, workmanship, work habits, organization, anc. 


planning abilities. Jie need for adapted methods which may assist 


- 


442 . ; 
re 
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ce 
_ 


' “ s 
| 


the client “In-woy k Performan ¢ ce is evaluated. 


a . oF 
"4 a : e ; : 


Oo ‘Play -leisure Skills: The therdpist evaluates the 


‘ Hs 
: é LY " ' 


| 


7 ierlt's interests: 


and skills in performing play/leisuge activities; /e.g. ,-games, 
Socata, vibe Loe so % ‘os 1 Fa Yoo ‘ fae ‘ : 


‘ 7." ‘sports, hobbies, and social aétivities. The tl erapist and clieht 
we ‘ 7 ne : , ee . ; 1 ‘ 1 
* ‘consider which leisure activities can be:niaiftained and which|must . 
- . * cs a cts d 4 if x 2 Ro 
ae oo wed . #3) je veqieaee as . i ; 
: Ise Aiscont inued because of the disability.’ The thelapist assists the 
; : ert . . “4 + +f ‘i % | A, : 2 
client ‘in identifying subsritufe interests and activities, — 4 
*% ie ; 2 i _ : \ ae a 
f) \ i 
ne 


’ 


EB, Evaluation of the Compon ents of Occupational Performance, Skills 


I, ‘Motor Funcitoning:. The rherapidt. evaluates thé client for normalities 
-and Spnprys lities No pussi ve range of motion, voluntary motiehy 


endurance, ‘muscle hones le. ee : Hleectdity, spbsticity)), balance, 


coordination t dexterity, and: gross muscle 5 strength. Where abnormal i- 


‘ 
hs 


ties are identified ‘the therapist describes the extept. The therapist: 


uses this information to‘determine: functional use of the upper extremity, 
(i.e., ability and degree of skillfulness) and to identify the presence 


of physiological problems which may limit or hinder rehabilitation, 


: - r = = 


9 


2, Sensory- Integrative Functioning: 


The therapist evaluates the client's 
abilities and limitctions in perceiving and integrating tactile and 


visual input gs well as information about his /her own body. To this end’ the 
therapist evaluates proprioception, stereognosis, touch, i 


and hot-cold sensation; vertical and horizontal perception, left-right 


: . (y = ~ * «: re 
~ ft weds + J * P , 
¥ Sy ia 


, discrimination, spatial relations, and depth perceptionz‘attending ./ °- 
a - ? Pa SF ° oie 5 ‘ i. * 


-* to bocly and space on the affected side, body part recognition, and 


F ‘ 


‘body images. .* -’: 
ihe, - e . an | : ae 


ra 4 z 


3. Cognitive Functioning: .The therapist evaluates abilities and limitations 


+4 : Lope ‘ *, 


3, ‘= in, written and verbal communication, comprehénsion, problem-* 
* Pa 7 _ % 4 ee 


“solving, conceptualization, integration.of learning, time.management, 
a a - a 


gh 


, ' emer . “ 
v bs = . 


. i 8! oe ——— : 
. ; _ concentration, judgement and safety consciousness. This is done | 


. : ‘ ‘ i 
| ge a . ’ ! 


“through observation of the client performing an activity. Inadd= | 
- itibn» the therapist uses information from other informed sources; 


‘e409, speech pathologist, psychologist, family. 
4 ‘a ae . . , ; : . 


-_ i - i 4, P: ychological and Social Functioning: The therapist eval vates the ~ 
4 > a a client's abi lity tagcéept and profit from treatment. Toward this 
“dnd ‘he therapist % alert to the client's level of self esteem, body 


. imdge, and ‘odjustinent’ to 


the situation. Information about the client's 
i - attitudes and social relationships prior to the stroke is sought. ; 


“6, Assessment of Cultural and Physical Environment 


“ears 


4 


, _ |. Cultural: @Pherapist considers the client's social-cuftural life 
d ] P 


setting, the vakies of that setting, and its perception and acceptance 


‘ of disability., Socio-cultural values are often of critical importance 
‘ 7 : . - 


& in terms o,f the client's motivation to participate in a tenabilitation 
, : * F : 
ye 


3 2 a : * - wo ey : eg 
4 evaluating this area the-therapist uses observation’, 


program. | 
a 7 A Ba ' 
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discussion, and interview with the eileen and rainy as well as 
consultation with other treatm ent team members . 
a hysica I: The therapist determines the client's probable future 
snuteonciant through sutton with client, other a6 members 
or tantly. The therapist is then ablo-to evaluate by interview ‘or home 
visit the need to rearrange fuitaiture , aie storage facilities, and | 


eliminate architectural barriers. 
i \ 7 a 


_ Program Planning 


After evaluation of the client's abtlities, the therapist carefully decides 


4 
ae 


‘which areas of dysfunction will be treated first, hoping to formulate challeng- 
y P : g 


ing yet attainable goals for the client. Treatment program planning includes 


setting Tong and short term goa Is and tection of activities, techniques and 


equipment, The s cope of disab il?ty Frequent ly cal k for a hiéatment program 


: I 
in stages; some more complex areas of dysfunction may be rfoted but not 


treated until the client demonstrates that he“she will benefit from treatment 
. | 

im that drea, Whenever possibfe the therapist reviews eva'luation findings 

with the client to determine joint rehabilitation goals and establish a treat- 


ment program plan and sequence, vee 
, * 


A. For the Restoration and Maintenance of Occupational 'Performance Skills 
|. Self-Care Skills: Thé primary goal is to cetrain the client in activities 


: _* = page &° 
of daily living. in order ito obtain the maximum level of functioning 


independence. The thérapist selects the mest appropriate techniques ° 
3 u ‘ i - i , n Py | _ * - : F ‘ : - 7 
: for the client's mastery of these activities. The therapist considers 

a -_ ~ : Pee : : 


these techniques: client using only the unaffected side of the body, 


z client using the affected side of the body in an assistive or dominant 


4 


capacity, client receiving training in the use of adaptive devices 
e.g., a stabilized nailbrush for cleaning the nails of the non-affected_ 
hand. The basic training in feeding, grooming, dressing, bathing, — 

* A i“ : ¢ : a 38 ‘ L ‘ 


toileting, hand and communication skills often must be accompanied» 
. by training to facilitate sittihg and standing balance, to improve > 


? 


functional use of both the affected and unaffected extremity, and/or 
to improve cognitive functioning. When language deficits exist. 


the therapist helps:client find ways to express his/her basic needs. 
a o ; . a, 


Aes 
4 


2. Work Performance Skills: The primary goal is.to facilitate the client's 


ability to return to ‘work or homemaking tasks where possible. The. 


Comm therapist may plan to teach one-hand techniques, energy saving 


techniques, and/or mobility skills in homemaking areas such as 


\ e 


child care, cooking, cleaning and in other vocational settings when 
indicated, The therapist might make recommendations to modify/ 
adapt the physical environment as needed. 
: 3. Play/leisure Skills: The primary goal is to provide and develop 
avocational interests and activities. The therapist helps the client 


iG 


o.. 
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Skill Components 


decrease spasticity are used as well as muscle re-education activities 
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2 


to develop skills or techniques needed. for .restoring/maintaining 


=! a of : 
leisure activities or learning new ones. 


B. For the Restoration and Maintenance of Occupational Performance 


te 


’ 


Motor Functioning: ‘Through: the use of activities“and adapted equip~ 


cal 


ment, the goals for the affected side are to prevent and correct ~ 


% 


deformities, facilitate return of function, strengthen muscles, 
; . f 


os ! 


improve sensorimotor function, and reduce pain 
: . : ' nooa 


and swelling. = 


it * 


Activities to increase passive range of motion, teach the client 


range of motion techniques: to be done by himself/herself, and 


and téchniques to facilitate return of function. The therapist may 


s 


prescribe appropriate positioning equipment to achieve these goals. 


‘ 7 F ‘ 
The goals of therapy for the unaffected extremity is to increaso 


dexterity when necessory, particularly when this is the non-dominant 


side, . 
i 


Sensory -integrative Functioning: The primary goals are to teach 
compensation jor tactile and visual deficits and retrain in body 


image, 


Cognitive Functioning: The primary goal is to facilitate improvement of 
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C,. Cultural and Physical Environments 


\ * 
a 


‘zation skills. 
1 


‘mores and are appropriate for the life style to which the client 


concentration, problem~solving, time management and conceptuali- 


& 


ole 


x 
{ 


Psychological and Social Functioning: The primary goal is to help 


the client develop positive feelings of self-worth despite any residual ’ 


“disability or change in life style precipitated by the stroke, The : 


therapist often useyigfoup and family activities to facilitate social 


interaction, - 
id 


w 
y , 
; 


. 


Cultural: The therapist selects activities and treatment modalities 


‘ 


- . 
which will not conflict with ‘the client's value structure or social 


- ® 


L 


will be returning. The therapist assists the client in recognizing the 
options that society offers and helps the client to make choices 
appropriate to his/her needs and abilities. 


~ 


Physical: The primary goal is fo recommend and/or make modifications , 


oC 


in the physical or architectural home/work environment to allow the — 
client to function more effectively and safely e.g., storing items in 


4 


easily dccessible places, utilizing grab bars in the bathroom, The 
therapist assists the client in developing the skills needed to expand 


his “her physical environment and perceive tt In a non-threatening 
y {hig 
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LH, Program pnplomenionign a8 , . 1 Tg 


Prior to the initiation of treatment in any area sabhay dysfunction, both: the 


: 7 
4 ~ 


_ client and his family should be oriented fo the activities and processes to 


be used. «Program goals and objectives should be clearly stated and 


agreed upon by allparties. 


* 


A, Treatment for Restoration and Maintenance of Occupational, Performance 


} 
+ 


Skills. 


* 


‘|. Self-care Skills: The therapist assists the client in relearning activities 


of daily living withthe use of work simplification, one-handed 


techniques, Dene ening the affected extremity in bilateral tasks,” 


adapted equipment, aes conservation techniques, and repetitive 


practice. If ‘adpred, equipmett is necessary the therapist takes 


steps for the client's procurement of equipment. The therapist ma 
p procu quip pist may 


instruct the client or family in’ the selection of clothing which 


simplifies one-handed dressing. The therapist advises the client or 


family on resources for replacing adapted equipment and instructs 


ac 


and/or informs family about the client's self care skills as welll as 


principles of work simplification and energy conservation, 


i 


Work Skills: The therapist uses activities to increase the client's 


manual dexterity, endurance, and functional capacities for work 


/ 


i * a * . = a Jf 
= : nie ‘ res : i peg e re) . 
. , : , ar ~ hae 
= . x 3 2 
~ = | - 
_ activities“ -The therapist instructs the client in the use of techniques, é 
‘ principies cand dcapted “equ iprnent he Ip ful #0 theestudent, hémemaker; . 
. or worker, The client mdy practtco «kills needéd for work performance 1 
. ¥ . at i : z xB at se. = 
_ ; 7 a ; Rae ni : i ae 
such as hand sleills needed for cooking, cleaning, typing, filing,, bog 
{ wy rae ; ; . : : : . . ; . . 
‘ = . : ‘ 2 eee # i + 7 8 = ‘ 
: . _usir machinery-ett. - The therapist observes the client working in « 
es kitchen or other simulated work setting, and teaches safety factors ,, 
ie : ; ana 
and trains in,wors simpli ficction and energy conservation when, indicated. 
, ~ 7 ‘ " : e 7 ca 
si . ; a8 ‘ - ‘ 4 a ae 
ie , . roy or ny 
. _ con 1 ‘ y ‘ ‘ : - 4 ¥ 7 ‘a : 
» 3, Pluy/leisure Skills: The thezazist exp-lores areas of interest With ‘the 
’ client and sugg ests resources for recreational and. avocat ional activiem: yo. 
; a ee _ er 4 
= s . eat =n - + a 
tigs helps the cliedt’plan his;Ner total day » dind helps the cliént _ 
¥ ® 2 .* we : 
develop skills needed! to participate in avai lable community programs. _ 
F : ~ Pd ie : : oe 
! Z , : . é se ® - : ‘ : f 
: ba a , : 4 . = s ’ Y 
és ae ae * a ; yo, = a 2 ef hey 
: . ? . ’ } , ae 
; — 8, Treatment for the Restoration end Maintenance of Occupational Performance , 
. ” : 7 1 e 
. : . * ' . 
-Sleill Cempenan ts. oe ke : 
‘ + . . : y. 
: ‘ |, -Motar Functioning: The therapist prevents deformity and facilitates ° 
gy: The pist 5 y : 
; ie b. 
. the return of furictrar: to thé aFfectectaxtramity by teaching pasit oning 
techniques vith the use of pillows, hancrells, kandsp-lints or sl ings 
‘ in bad pr wheelchair and-by teaching sess ive range ef motion Sechni ques . 
“or Mmainteining joint renge. The therapist Uses grafled peas ive , 


ee A i. achat ’ ne gs, ee 
asistive, active, andresistive exercices end/ar cctivitias as a Derepricte 


ws er . . 


vo increase strength, Pleurosmuscular facilite tion techni ques, refl ex, 


” 


patterns. and mscle re-education can bv used,*o facilftete Feturn of | 
muscle fimerion., hile the affectedside remains pom-functional the © «. 
3) Py | 
a a ake 
oC _ : . , 
&, 2 * : 
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the rap ist trains rhe client to use the unaffected extremity as a 


,dorninent exten ity by introdwcirng repetitive, graded, oand.increasingly 


wrr-pleex acti vith =, ; 


rs 
te 


in 


Jennou ycimteg tative Functioning: The therapis) usesu suri ely of 


rena ury aCtivities and Fach Nig ves 10 tea ch compensation tor and 
2 


aNeeJurage Ow ure a5 5 0 
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tional adjustment, The therapist helps the client! te fucus on and 
exercise those abilities that are present, in that way helping the 


client forme basis for ou praltive selt Tiinucyes 


a cultural aud Physical Envi. piesianal 
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QS OF THE OCCUPATIONAL THERAPIST IN THE 


THE ROLE AMD FUN CTI 


TREATMENT OF CLIENTS WIS AR THR IT IS OR RHEUMATIC DISEASE 


in | 
BY VIRGINIA A. STILLMAN, GIR. 
SPECIAL COLISULTANT 


i 3 7 y 
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A Progress’ Report‘on ... 
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MARTIN a WALDMAN, MD 


s the emphasis on medical care evaluation; con- 


tinues, the advent of functioning Professional Stan-— 


dard Review. pcg Fein and as revision 


; Worksheet (MASW) « was distcminaced in- Ee ap fall of 


* mendations for solving those problems; and 4. provision 


1972 by the Commission on Professional gnd Hospital 
Activities (CPHA) to help hospital medical staffs solve 


' problems encountered when attempting to. implement 
. Classical principles of medical audit. Medical staffs en- 
. countered difficulty becaus¢ they did not realize that a 


systematic medical audit consists of a serics of discrete 
entities called medical audit studies. 
A medical audit study includes: 1: A balanced evalu- 


ation of the quality of care given to a defined group of - 


patients; 2. an analysis of existing problems; 3. recom- 


for assessing the effectiveness of corrective action. The 
MASW was designed to help hospital audit committees 
complete studiés in an orderly and effective manner 


. ‘while documenting evidence of medical care evalua- 


. tion. 


_ trated these 10 steps: 1. 


An article which described’ the MASW = and_ its 
methodology was published in Hospital Progress in 
February, 1973. An actual medical audit study -illus- 


- audited; 2. establishing a schedule; 3. adopting stan- 


dards; 4. retrieving data on performance; 5. comparing 
performance to ‘standards; 6. classifying problems; 7, 
recommending corrective action; 8. making provisiot 
for monitoring; 9. establishing a date for follow-up; 


and 10. preparing and transmitting reports.’ This article 


is a progress report on the implementation of that 
earlier r medical audit study. 


Dr. Waldman is a medical audit cansul- 
lant, Coammissinn an Professional and 
Oe Activities, Ann Arbor, Mich. 


AUGUST, 1975 


Defining the group to be: 


* diabetes. 


A progress report about the Commission an 


Professional and Hospital Activities’ procedure for 


performing medical audit studies using the Medical 


‘Audit Study Worksheet summarizes the problems | 


hospitals and their medical staffs encountered 
during implementation and offers suggestions for 
solving these crucial areas of concern. 


Greonitine™ To Audit 


Some hospitals need assistance in organizing to per- 
form medical audit studies. They most’ frequently ask. 


how many-committces are required. The number de- 


ends on the size of the hospital and-the number of 
active members of the medical staff. Certainly, in a 


~ very large and highly departmentalized hospital having — 


many specialty and subspecialty groups, medical audit 
Studies are best. performed by the physicians .of those 


- departments, divisions, or sections. The audit should be” 


performed by a subgroup (committee) .from ‘each sec- 
tion. In a smaller departmentalized hospital, the entire’ 
membership of a section should perform the audit: 
Multidiscipline committees and committees . crossing 
departmental boundaries are useful only for studying 
topics that apply to patients in several disciplines, e.g., 
The study of specific clinical areas should be 
assigned to those physicians who usually treat the pa- 
tients in that specific group. 

Audit organization must parallel the chain of com- 
mand within ‘the medical staff. Audit activity within a 
clinical department should be under the direction of 
the chief of that department.’ Reports should be re-— 
ferred to Him so that he can direct ‘the audit activity, 
assess quality in his area, and assist ‘in initiating correc- 
tive action when needed, 

Medical staff understanding is necessary for success- 
ful medical audit. Before being adopted and published, 
the standards must be acceptable to the physicians - 
responsible for caring for the patient group being 
studied. The results of cach medical audit also must be 
published so that. the entire medical staff will know 
that: 1, Audit activities are being. carried out; 2. cer: 
tain standards have been established; 3. excellence has 
been documented or deficiencies have been noted; 4. 
appropriate corrective action has been planned; and 5. 


Reprinted aii permission ‘tan HOSPITAL PROGRESS, a 1975, 59 
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*Medical audit study 


a 


raliaw up studies will guarantee that corrective action 
has had the desired results. 

Medical audit is an educational activity which in- 
creasingly has become the motivational force behind 
more interesting and better attended periodic scctional 
and: eeneral ‘medical staff meena bisa adminis. 


nurses should be assigned to one floor or ‘another or 
whether beds should. be redistributed are better dele-. 
gated’ to other committees. 


a a 


One of the most difficult problems in initiating a 


workable "medical care evaluation system is deciding 


which patients. to. audit. Two methods for solving this 
problem are recommended, First, the hospital should 
establish a retrospective monitoring technique that 


' simultancously provides a reasonable assessment of all 
~ patient care dnd information needéd to assign priorities 
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_ compares the neo mance ‘and (he—ste 


for indepth study, The principles of such retrospective 
monitoring have been described by, Vergil Slee, MD.: 


‘It is now technically possible to monitor the quality 


of some of the care of all the patients all of the time. 
This is done by periodic review of appropriate param- 
cters of data from medical records. 

CPHA'’s tool for comprehensive, continuous moni- 
toring of care, the Quality Assurance Monitor (QAM), 

was published in June, 1974, as a report book to be 
completed by: the hospital's health record analyst. It 
includes norms. reflecting actual performance with re- 
spect to the monitor parameters in a sample set of hos- 
pitals participating in the Professional Activity Study 


_ (PAS)-and ‘urges that individual hospital medical staffs 


go one step furthes and establish their own standards. 
The performance data for all these parameters (353) 
is retrieved by the \health record analyst (HRA) who 
ndards. Devia- 
if deemed 


ynation ald, 
sieti¢y ),.an in epth medical: 
audit suey, OAM has beer ‘computepZed (QAM-2) 
and.is available to PAS hospitals. 
Second, the medical care-evaluafion plan should es- 
tablish a systematic series of indepth medical audit 
studies designed not only to evaluate performance, but 
to provide for. a systematic review and revision ‘of the 
standards that are used to evaluate care. Medical care 
changes as knowledge inereases: Standards must reflect 
these changes and must remain current. Therefore, cach 
topic included in the plart.should be reviewed at least 
once every two years. Of course, a major scientific 
breakthrough should trigger an immediate review. 
The systematic series should include these topics: I. 
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: patients). 


Pt 


The specific diagnosis or operation groups ieee in 
QAM (which account for approximately 50 per cent 
of the patient population af the average short-term 


“general hospital), and 2. the hospitalwide and depart- 


mental groups in OAM (which provide systematic re- 
view of standards and performance with regard to all 
A’ departmentalized hospital will require a 
series of approximately 20 to 25 studies each for medi- 
cine and’ surgery and fewer for other departinents. 


Snialler hospitalsycan achieve the same result by:¢ em-_ 


Bloyine punicay oriented subcommittees. 


Schedulinig a Study 


A systematic, orderly, and efficient series of medical 
audit studies requires forethought and planning. The 


following should be considered when ° ‘establishing a 


schedule that will enable the audit activity to cover a 


reasonable portion of the hospital’s-patient load. [tis 


impossible to conduct a medical audit study during one 
department (or committee) mecting; the study requires 
at least three meetings and additional work between 
mectings. Furthermore, an integrated plan will allow 
for several simultaneous medical audit studies, Figure. 1 
demonstrates how the agendas of a series of monthly 


~mectings can be arranged to * ‘stage” a serics of medical 


audit studies, each on its own schedule. ; 

According to this schedule, the medical audit com- 
mittee which meets monthly would schedule a medical 
audit study on a topic as follows: 

1. January meeting:—select topic (preplanned of 
triggered by monitor), define group, establish schedule, 
assign someone to draft standards.’ 

2. Between mectings—draft stand ards and distribute 

"3. | Febraany meeting——adopt standards, ° 

4. Between meetings—retricval of data by HRA. 


°§. March mecting—compare performance lo stan-- 


dards and=decide if deficiencies exist.” It possible, deter- 
mine class and level of problem, recommend actjon ob- 
jectives, review parameters to be monitored, establish 
follow-up date, and instruct HRA about preparation of 
summary to be completed and transmitted. If further 
information is needed, then 

6. Between meetings—collect further information. 

7. April meeting—complete the study. 

Using this schedule, the agenda of the April meeting 
would resemble this sample: 


Medical Audit Committee 
April Meeting Agenda 
. Select and define group for audit D 
Set up schedule for audit D 
. Review and adopt standards for audit C 


bo 
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3. Review data on performance for audit B 
Do problems exist? If so, what type? 

Objectives for action—audit B 

Complete audit B 7 
4, Was audit A. completed? If not, complete audit A. 

‘Tf the audit committee met weekly, cach of the com- 
mittee meeting stages of oné audit, could be. the orttfy 
agenda item, Either approach accomplishes completing 
one audit a month, Following such a schedule will en- 
able the medical staff to conduct a systematic review 
that more than meets the requirements for medical 
care evaluation ‘studies established by accreditation arid 
governmental agencies. 


Establishing Standards 


Each audit study group must have a set of “pattern 
standards”. that define. the desired (optimal achieve- 
able) care. A pattern standard is a statistic, 
expressed as a percentage, which specifies how often 
an observable objective feature of medicdl care (called 
the “parameter” ) 


Jent. In addition, each pattern standard should include 
allgwable exceptions, Le. acceptable reasons for break- 
ing the rule, Thus an accounting is made of every 
patient's care—whether it meets either the standard or 
the exception—and deviant cases are identified. 
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FIGURE 1; Staging of Medical Audit Studies 


usually 


can be expected to be present. when | 
the.care given to a defined group of, patients is excel- - 


andards because 


~The HRA must help devise the st 


- only then will he understand, their intent and be able 


to guarantee that the medical staff includes only ob- 
jective questions that can be answered from data avail- 
able in the medical revord. The instructions for data 
retrieval must include how to determine which .cases — 
should be brought to the physicians’ attention. One 
(technique is to assign a screening percentage to each 
parameter (100 per cent or. zero. per cent). Either 
percentage requires that the parameter be sought after 
on every patient’s chart. If a LOO per cent parameter 
is missing, or if a zero per cent parameter is. present, 
the physicians should be notified. These screening per- 
centages do not necessarily reflect a standard of op- 
timally achievable care, they are only-a technique for 
informing the HRA which cases require peer review. — 
An alternative method is to write self-explanatory 
standatds. For example, a standard for an appendes: 
tomy aucit could be written as follows: 


Justification for surgery—100 per ue must be 
Diseased tissue (85-90 per cent), ¢ 
. Evidence of abdominal pain, nen. or vomiting, 
eh an elevated white count (all others), 


= 


Choosing 'Forometers © ~ ’ 


More infornvation about the kinds of parameters that: 


‘Stops of Study 


7 Specifications 
2. Schedule 


> 
3 
o 


3. Draft standards 


Meetings _ ‘ -_ maa 


; April 


Adopt sinnea rds 


” Data retrieval 


mo 
a) 
im 


5. Do ipieblanis exist? 


e It 30, what tine? 


7. “Recommendations — 
8. Manltoring 
9. Follow-up 
10. Tranimittal 


Audit schedule of topic A . 
= Alternate schedule, illustrated for tapic A 


™. b : 
it it 
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Medical audit: study 


shéuld be used in evaluating medical cate appears con- 


tinually. First, there should be parameters of “jusuifica--. 


tion,” i.e, those that: |. Validate the diagnosis (for 
studies defined by. diagnosis); 2, justify the admission 


to the particular type ‘of tee: and 3, indicate the - 


need for surgery'or other modes of investigation or 
therapy that are costly or risky to the patient 

‘Evaluating the outcome of hospital care must include 
an examination of mortality, both the rate and the 
individual. records of the deceased, Complications of 
the disease itself and of the hospitalization also should 
be examined. Some of the complications of the discase 
itself ‘would be justification for admission to the hos- 
. pital, Other complications ‘should be listed to enable 
the medical staff to discover whether, avoidable com- 
plications are occurring and whether complications that 
_are not completely avoidable are rEeing calmer suffi- 
ciently. | 
Evaluating the outcome of cate also requires cvaluat- 
ing the patient's health status at the time of discharge 
-in-order to in turn determine if he was discharged at 
the appropriate point in’ recovery. In addition, param- 
eters should) examine plans’ for the Continuation of 
care after discharge and: indicate whether the patient 
received adequate discharge instructions. 
The concept, of examining the discharge status of pa- 
tients is included in.the model screening criteria pro- 
duced by the American Medical Association's PSRO 
Project and recommended by the Joint Commission on 
Accreditation of Hospitals, An examination shows that 
‘these discharge status criteria refer to. the degree of 
-return to normal physiologic function and achievement 
of goals of hospitalization, For such data to be rau- 
tinely abstracted from medical records, pprecise in- 
structions must be provided. Figure 2 is a set of dis: 
charge status data. All items refer to information on 
the patient’s medical record and to the day of or day 
before discharge (unless otherwise noted). These ttems 
are not to be interpreted as criteria, all of which must 
be met by cach patient, they are only a. means of de- 
; ve the patient's health status. They are pre- 
ideas that will have to be tested and probably 
revised to meet local needs. 


Furthermore, each medical audit study also should 
include parameters necessary to identWy those diag- 
nostic tests that are used to: 1. Screen patients to dis- 
cover heretofore unsuspected problems (eg, blood 
pressure, urinalysis ), and establish the diagnosis, 
Monitor the patent's progress, or indicate. the need for 
various types of therapy. Critical management of pa- 
tients should be evaluated by including those things 
done to, 1. Treat the disease being evaludted, 2. pre- 


1, Afebrile for 24 hours?.«: 


(Ally are quastions to be Sanvernd yes or no.) 
7° Bi r 


Are all temperatures {token® Yond recorded on the day bi 
discharge or the day before} belaw 100° F? 


. Normotensive? 


Are all blaod pressures between: 140/90 and s0/6b2 


. Not anemic? 


Da, all hemoglobins (hematacrits) have a yolue of 10 
(30) or above? : : 


4 


. Normal gastrointestinal: function? 


“Is there a nursing note or progress note indicating that 
the patient wos foleroting an oral diet and had a formed 
bowel movement? ; 


Normal urinary function? 

Do the nursing notes of progress notes indicate that the. 
patient’ was voiding spontaneously (or his indwelling 
catheter was functioning) and that ihe last urinalysis in- 
dicated there was no acetone in the urine? (This does 
not imply ‘requiring a discharge urinalysis and is the ex: 
ceptian ta the rule concerning the last two days af 
hospitalization. } . 


Ambulation or performance of activities of daily 
living noted? 
Is there a@ stotement he nursing nates of progress notes 
relating fa the patient's ability to-ambulate or take: care 
of himielf? : 


: Conscious? 


Is there a nole in the nursing of progress. notes staling 
that ‘the. patient is Orientéd as. to time and place and 
his sensorium is élaor? 


8. Lack of patient complaint?” 


Are there notes (murting of progress) that indicate that 
the patient was questioned and responded negatively ta: 
1. the presence of pain: 2. dizziness; 3. nausea; 4. dis- 
tufbed sight or hearing; 5. difficulty or pain on urination; 
and 6. difficully in breathing? 


. Progress satisfactory? 


Are there notes indicating satisfactory progress toward 
recovery? For surgical patients, this requires the presence 
of a note stating that the wound is healing satisfactonly 
For delivery potients, a note stating that the vaginal 
discharge after delivery had diminished satislactarily is 
required. For other patents, notes stating that the recovery 
from disaare has progressed ta the point where they may 


be salely discharged ofe imperative. 


10. Patient given discharge instructions? 
De the nursing of progress note: state that the palient 
hos been given discharge instructions 2 
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vent complications, and 3. treat complications that do 


occur, - 


Avoiding Pitfalls ; 
When establishing standards, the first pitfall is the 


_ tendency, especially wheri first’ Attempting a medical 


audit study, to include too many parameters. The be- 
ginner is apt cither to try to reproduce the textbook 
logic tree for a differential diagnosis or to combine 
research with quality evaluation. This results in exces- 


sive demand on physician time for selcoting parameters 


and reviewing retrieved data and on nonphysician time 
for data retrieval and display, The tist of parameters 


“should be restricted to those relevant to the quality of 


care, A parameter is relevant only if corrective action 

will be recomfnended when performance is inferior, 
The second major pitfall is excessive concern with 

details, Medical care: evaluation is designed to provide 


sufficient feedback to permit rational decisions for. 


” needed’ changes. Dodcumenting details of individual er- 
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rors serves the function of accountability, but does not 
necessarily produce change. To be effective, corrective 
action must affect the habits, practices, and systematic 
functioning of the hospital and ity medical staff. 

A third pitfall is the failure to use parameters that 
are objective, observable features of care. Using Sub- 


jective items that require expert medicat judgment 
_ forces physicians to read every medical record them- 


selves—a waste of valuable physician time. 
Standards must be internalized, Standards may be 
suggested by individuals or committees of the medical 
staff, but effective audits require that they be acceptable 
to the physicans who treat the type of patient under 
revicw. 
know that their colleagues also accept them, they will 
tend to change their practices to meet the standards, 


Data Retrieval 


The standards adopted by the medical staff are i, 


If these physicians accept the standards and - 


preseription for the retrieval of information deséribing |” 


the pattern of care given to patients in the hospital. 
The data may be retrieved from computer-prepared re- 


ports of information routinely abstracted from medical 


records: or from displays -of-data specifjeally abstracted 


for cach study. In cither case, some-etfort- should be. - 


made to validate the abstracted data. Certainly, when 
the data seems to indicate a deficiency, the HRA should: 
check at least a sample of the records to be-certain 
that no abstracting error has been made. ‘Fhis: verifica- 
tion of the data should be documented in a memoran- 
dum to the physicians performing the audi. j 
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In time, the HRA. will become familiar. with ‘the 


medical staff's reasoning ahd will be ‘able to anticipate ™ 


what additional data: (sumoiary of specific cases, de- 
scriptions of where’ problems are clustered, etc.) the 


’ physicians will need in order to analyze problems and 


make recommendations, 


’ Peer Review - au ‘ 


The sconduct of medical audit cullen can be con- 
sidered to be peer review in one of its purest forms, 
Physicians establish the standards for medical: care, 
and physicians: evaluate its results, But efficient: peer 
review also requires the input of the HRA, a non- 


physician trained in the techniques of evaluating, care’ 


and retrieving and displaying performance data. In 
addition, through the use of criteria established by 
the medical staff, the HRA can perform the screening 
needed to select those records that do require indepth 
ee by .peers. t s 


tosses re Pr ee é 


Eliciting Action | . 


* 


Once problems, have’ been discovered and analyzed, 


the greatest challenge facing the medical stall is how to 
elicit action to ‘change behavior. 


not likely to change behavior. 

Effective methods for changing the behavior af any 
group (or individual) require (wo actions: 
identifying what needs to be changed, a 
ing the appropriate persons. Effective action. should 
produce a change in habits, In contrast, requiring an 
apology for poor performance results only if a defen- 
sive attitude and often’ serves to strengthen prewiaus 


‘convictions and behavior. 


Identifying “what needs to: be changed and provid- 
ing the information and skills needed to-improve care 


is a function of ‘the hospital’s continuing medical edu- 


cation program, Motivation is best aghieved through 
nonthreatening’ peer pressure. Physicians who are not 
performiny satisfactorily must be made aware of how 
the remainder of the staff-is’ performing. Of course, 
peer pressure only helps cure’ those problems directly 
related to physician behavior, 

Many, and probably the majority of hospital medi- 
cal care problems, are not attributable to physician be- 
havior, but to improper functioning of some other 


! area of the hospital. Solutions to such problems are 


varied and often unique. Obtaining additional resources 
and reallocating current ones to solve problems caused 
by inadequate tools, equipment, staff assigament, cte.. 
may be necessary, Action is a function of the degree 
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Mere reporting ‘of . 
poor performance to chiefs of staff and.to the board is 


1. Precisely | 
>, motivat- - 


vay 
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of prablem solution motivation, which is ayooperative 
arrangement: between the medical. sua and the oad- 
ministrator, 
mended changes are not capricious, are based ou actual 
facts discovercd im the medical audit, and will result 
in better patient care. , 

At times, fhe motivation may have ta ofizinate with 


the governing body of the hospital, Ita change is yee - 


essary, if there is good and logical reason for it, the 
administrator and the governing body should be easily 
convinced, But, again, the pressure exerted niust be 
nonthreatening. Mere. confrontation is of no value. 
Who has the responsibility for taking action in the 
hospital? A medical audit study is a fact-finding and 


action-recommending procedure that takes place within 


the medical staff organization at the appropriate level. 
AS part of an audit, the medical staff may recommend 
"specific aetion or may leave that decision to the indivigl- 
ual responsible for solving-the problem, Hf education is 
- the appropriate action, then the director of education 
should be the one to take the action and? document 
it. If solving a problem requires @ change in the physi- 


cal plant of the, hospital, then the administrator would. 


be involved. Iftaction is required within: the nursing 
service, then. the director of nursing ts the logical per- 
son to contact. Furthermore, certain types of problems 
may reqiyyre: actions by the governing body itself. 


. 


Getementing ‘Quality Control ; 


; 7 , 

For each. medical audit study a formal study file : 
eas to collect the documentation, The MASW 1 
the basic docymentation of the fact-finding and recon 
mendation function of a medical audit. But it: alone 


“will not suffice, A summary should be written ta be 


transmitted to-the governing body (or PSRO when this 
becomes a requirement) and for publication to be read 
by the entire medical staf This summary would in- 
clude statements concerning: 1. Why the -study was 
performed: 2. who made up the patent group, 30 1n 
general, 
‘they compared to the standa 
dations for action. and 45 when follow-up is planned 
Reports by the HRA of problems that were un 
covered during data retceval and detail, about specific 
cases that have been brought to the attention of the 
audit committee should be kept in the file Che file ulna’ 
should conjain reports: drom the + ariaus 
required to Gike the. reyommended, acuon 
should describe what the acho as and When il Was 
(will be} taken The coniplete file should include fol. 
low-up. studies demonstrating that -the desired result 


rds. 4. specife neeoninien- 
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The latter must be confident that recome.. 


_ -ather reports and memoranda that may be applicak 


what patterns of care were found and how 


candi tela 
The reports” 


ae, 4: 
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of action (observable: ch Inges ‘toward meeting the re- 
quirements defined, by thes standards ) have actually 
been achieved in a timely and cifective manner. This’ 
documentation might include’ memoranda document- 
ing receipt of the request for action, announcements of 
programs that‘ will be (or have béen) carried out, and’ 


\ . 
‘ ood 


Conclusion ; ; a ; oe oa 


During the two years since the CPHA devised a 
“procedure for-medical audit studies using ‘the MASW, 
there has been a great deal of progress in cfforts to 


control the quality of care. Improvements have been 


made in the organization needed. for efficient auditing, 
The QAM has been introduced to assist hospitals, ins! 

monitoring the care of all patients and in ae 
lopics for audit. Techniques for staging and schgduling » 
studies have.been developed. The selection and writing 
of standards has been refined; more attention is being 
paid to the necessity for eliciting action, and. the meth- 
ods of documenting quality contro! have been ‘made 
more explicit. Thus thé road to successful quality as~ 


/ surance in the hospital is better’ defined today than 


ever before, but much still needs tg be done. -. 


‘ ' 


_ PooTNOTES 
1. $ee Martin L. Waldman, * 
Tool for Quality Control” Hospital Progress, 


The Meilteal Audit * siudyaik 
F ‘ebruaryy, 


1973, pp. 82-88. The MASW worksheet diset 
reproduced in’ this article was tevised in April, 

“and simplified vto demonstrate its congruence with the 
method for patient care evaluation oudined by the Joint - 
Commission on Accreditation of Hospitals. In| November, 
1974, the CPHA medical audit study method received the 
official recognition of the Department of Health, Educ: Hion, 
and Welfare’s Bureau of Quality Assurance (PSRO Tr: se 
mittal No, 11) for meeting the retrospective medical care 
evaluation study requirements for PSRO. 

Since publication of the anticle, © PHA has distributed 
over 44.000 reprints and requests for over 72,0002 copies 
of the MASW. which has been the matnstay of an intense 
educational effort by CPHA, Approximately 2.242) class: 
raom hours of medical audit methodology have been taught 
in 148 formal CPHA education sessions since September, 
1972. These sessions Were attended by &.5700 participants 
from the health care field. fn addition, since 1973, haspitals 
and health-related) organizations have used. material pre- 
pared by CPHActo schedtile-over 100 slide presentations 
and over S00 videotape showings. : 

In March. 1975, the worksheet and .procedure were 
revised in response to feedback from hospitals and groups. 
that had employed then, as from other organiza: 
hens invelved m medical care evaluaioan Copies miay he.) , 
obtained from © /PHA. 196% Green Rad. Ann Arbor. Michi 
ARTO5 oa 

2 Vergi N. Slee.” 
Anmads of daternal Medici. duly, 


as well 


PERO suit the Hospital's Quality Control.” 
1974. pp 87-106, = 
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-Aud 


ing a patient's ‘chart not only indicates what care 


 Ought-to be. included, but also assures that the caro 
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which, was ee is documented. ° 


A nursing audit need not be drudg- 
‘ery, In our case, it led an entife 
nursing . staff to appreciate what 
good sources of information, they 
ire about’ patient care ‘and «how 
much they can contribute to im- 
prove :care. .At St. Luke's “Hospital 
Center in New York City, the de- 
cision to audit has lead to a Variety 
of ways to pursue better‘ care. - 


The. original decision: to audit was 


inspired by a lecture by the dynamic 
and notable author and lecturer 
Helen Dunn. which the associate di- 
rector of nursing service attended. 
‘With the help of.an enthusiastic co- 
chairman. she recruited and ‘chaired 
a committee to plan the quest for a 
meaningful audit. 

Although we improvised, many of 
Ms, Dunn's concepts were, in fact, 


the reason -for our suceess, and chief 


tion at St 


among these. were, enthusiastic lead- 
ership and stability .of membership 
on the audit committees, To achieve 


stability, we recruited members for 


MA, RL unis is the associate. director of nursing 
at St. Luke's: Hospital Center. New 
York, z= Y. She was the initiator and is chuie- 
min of the Central Nursing -Audit Committee, 
She studied basic nursing at Wilkes-Barre Gen- 
er Hospital Scheel of Nursing. : has a 
BLS. from. College Misericordia. Dallas.” Pa; 
and in MA and M.Ed, from Teachers! Col- 
lege, Columbia University, New York, SN ¥ 
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BMS, RINAL OF is insttuctor of continuing educa. 
Luke's Hospital Center. She is co. 
chairman of the Central Nursing Audit Com: 
vwittee chairniin af the Deparinental Nursing 
Audit Conmnittce. and a member of the Nurs. 
ing Care Phin Commitee ait, St, 
a pradguate of St. Luke's Hospital Sehool uf 
Sluraing and has a HS. from Tesehers: College, 
Columitia Univerarty. 


MS. OITA 1s assistant director of hospital ad. 
MARC ation und direétur of AUSF services 
AOSD Luke's Hospital Center, One of her 
lowior resporsubilties is fer the provision of 
quality patient care. She was graduated from 
York Hospital School of Nursing. York, Pa.: 
amd has bath wo BS. and an M.A fram 
Tescnens Calleye, Columbia University. 
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Luke's. She wy ° 


the central .committee from posi- 
tions that have “demonstrated low 
turnover: vasa: result, _ the eight. 
member committee made “up 
chiefly of nursing’ service ‘adminis- 
trators, SEOs “And 
instructors. = : 

At the first meeting of the Gen- 
tral ‘Nursing Audit: Committee, 


members explored and criticized lit. 
¢crature on the subject and became. 


aequainied with the “philosophy, 
skindards, and format »of the -nurs=- 
‘ing audit’ as presented by Helen 
Dunn.t. : 

The cciniwinee decided two ‘core 
groups Were needed. The committee 


‘would continue as the Central Nurs- 


ing Audit. Cemmittee and there 


committee thea reports to the .Cen- 
tral Nursing Audit Committee. 

Oug chart audit began with a few 
selected “dead” charts of discharged 


Ypati¢nts and has. progressed to™'live” 


insery ice - 


& 


would also be a Departmental Nurs: ~ 


ing Audit Committee. Both have 
officers and meet monthly: from 
September through June and ‘at 
other’ times’ as the chairmen desig- 
nate, The central committee sets 
policies, procedures, and forms qnd 


“ 


‘also. evaluates: the results of dep art-° 


mental audits, 


The Departmental Nursing Audit 
Committee 


consists’ of supervisors 
or head nurses from eight depart: 
pediatrics. orthope- 
psychiatry. obstet- 
urology, and eve, 
Each member. 


dics, medicine, 
rics-gynecelogy, 
Car, nose and throat. 


selects staff members ‘on a rotating! 
to audit 
charts. The departmental committee 


basis from her service 
member collects data: from the a- 
ditors and presents them at month- 
ly mectings of the Depurtmental 


Nursing Audit Committee, This 


AHD MORGAN, F. M. The Nurs- 
84) New 
1968 


TBUNN, H. W.. 
ig Anda fLeague exchange No. 
York, National League for Nursing, 


a 


charts of current patients. ‘Bad pir- 
pose was to evaluate the , ality of 
patient care’ as seen theyi igh the 
“nursing record. Now, on i ution 
basis, head “nurses and stafb} purses 
and’ clerical assistants, using three 
different “formy.. check the charts. 
“The clerical assistant checks for. 


proper charting procedures, graph- 


* 


ics and stamping. using the form’ 
“Mechanics of Chart,! which is res: 


produced on p. 918. 
Nurses use the form 
Notes,” 


‘sions on a summary, form. 


Today, auditors !on the major 
services--medicine, | Surgery," and, 
obstetrics- -gynecology—check ° 10° 


charts a month. and those! on the 
other services check approximately 
5 charts a month, An average chart 
takes a half-hour to audit, so em- 
playees on the 3° major 
spend, approximately: 15° hours’ a 
month on chart auditing: those’ on 
the other § services spend: about 
12!) hours a month. This time 


varies, of course, depending on staff-". 


Ing patterns, other projects, work- 


* shops. and so forth. 


Copyright May 1972, The American Joumal of Nursin 
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As the program 
gan, the departmental committee 
made several recommendations 
with which the céntral committee 
concurred: ¢ 

Head should 


nurses review 


some charts daily with definite goals. 


Comey JOURNAL OF NUASING 
9g Ye , 


Services, 


of suditing be. ° 


“Nurses ot 
also reproduced (on-p. 919). 
ooking for evidence of: minimum . - 
requirements which are listed’ of the — 
form, They then write their conclus | 


@ 
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The suparvisurs make grand fours of a different wail each woek fo evaluate tha nursing care given and 
the organization of tha unit Recommendations aa mado ata $0ssion fullawing rounds 


taomind Priortiie, on a given Uday 


may be graphics preoperslise 
charting. every-fourhour charting 
for postoperative patients, dursing 
observations and interventioas of 
patient teaching and disposition 

2. Head nurses adept at auditing 
should teach ofher head Auirses their 
auditing skills 


4. Auditing should be pare of 
onentation for new nurses and the 
evening and might stall should assist 
with wuditing 


Other recommendations covered 


penodie meetings. writen conuine: 


Miecation, ane the like 


Committce members were in 


structed oon proper methods for 


VOLUME 72 NUMEIET 5 


do cuiciitag Gata and Man (othe 
carly work sessmon. were con micied 
to this end 

A sumitersy fori coutied Mba 
thanks and Nurses Plotes” ( 2. p 
921). was created fur use after each 
departmental 
sents her findings and recominagda: 


ions al monthly meeungs. | 


representative pre- 


Later a section for actions was 
included i order to emphasize that 
auditing os an acuve process and 
that just making recommendations 
isnot enough. thes nnist Be acted 
upan, 

bor example seme resultant ac 
tivities feported were “AIL new 


stafh are onented to the philosophy 


cy rs ee ee 
In, procedte Eney sre encouraged 
lo Participate te asbaal aiditing ” 
“The prneiphs oof naire audi 
were presented fo all lesels ot our 
nofsigt stall Audi is aetive contin 
ving education “Notices of spect 
ic problems have been placed in our 
weekly Service News 
letter.” 


“Narsing 


Aa Enurivoue Stap 
The transition from auditing dead 
rec came when the supervise 


. ? z 7 ‘ 
in the gvaccolopy adgpardhent said 


that nurses an her unity wanted te 
do live audits The chainnin of the 


departinen tal cominittee and this 
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“The essence of the practice of nursing should be clearly 
t 


evident in the nurses’ notes for all to see and research.” 


supervisor then went to one of the 
pYnecolagy and started the 
first audit of live charts Compila- 
tions of obstetric and gynecologic 


UNITS 


findings .were all under one section 
on the outstanding problems report 
(see January 1971 Monthly Report 
971) “However, the head 
nurse on a gynecology unit thouht 
her problems were different and she 


on p 


requested that her unit be identified 
separately, 

The abilitv to look at one’s attri- 
1s an ‘@nor- 


butes and deficier 
mous step toward maturity. and we 
of the nursing audit that nurses on 
the units were asking for a change 
from anonymity, for it meant trust 

As yet, we had not arrived at the 


MECHANICS OF CHART 
Doos 
nat 
lea NOG Apply 
1 AM record sheets and nutes ale properly Wdentified 
4 Headings hlled out completely and legibly 
b Stamped with addressograph. = : 
© Correct dates-entered 
4 Signature of recarder included after each wate = Si 
o All notes preceded by Correct dale ang time 
indicating AM and P.M. 
( Notes appear in correct sequence Noo vlash 
spaces left unless Ines drawn to prevent Jiegal 
BAties 7 
Recordings afte legate. afd in ink or bal pen 
hOAL east Ofe daly nurse's note is writen 
- TrR and Grapme Record complerad 
a Glanks filled in for Calendar dates a doh. 
Nosplal and postopenitive Jays 
b Graphs of Temps and Pulse claw and compiate 
Respirations, AP. WI! stouis ana det recorded 
properly 
Wo Fluid intake ded coteul Gund COnmrte aa) 
sheet. 7 
@ All fests and treatments recorded proagely 
3 Camptete Admission sale apoears on AdmlSaia.. 
Transter and Qiseharye Uata Sheat 
4 Campiete Qiachatge he WOPdag wn ria 5S 
Motes and Admus. on | ansler and Oiscnar,s Data 
Sheet complated _ 
5 Ineiude transfar Aefe. Wo imdaeated, of Admission- 
Transfer-and Ouscharga Data Sheet. ae = — 
6 All wdontify-ag cAformat.an appears on authanzaton 
Bermis including s-qnature of witnesses 
Tres ¢ hart sPhiiuld ba retecred lu ON A Caiestites 
Reason for ihia ratarral 2 
: Siqnaiura Audilar 


Fiens8 use roverse side [or above apaces) fur camementa 


A clencal asustant uses (his farm lor her PUP oh an dud ofa pabents chet 
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final evaluation for planned nursing 
care. “Nurses” Notes” satisfied min- 
imal nursing service policy require- 
ments. but we striving for 
more. Our goal was the implementa- 
tion of planned individual patient 


were 


care. Nursing care plans and nurses 
notes. we believed, must reflect this. 
After having undergone this ar- 
duous process. we highly recom- 
mend that all nufse educators, su- 
pervisors, and administrators share 
this evaluation process, for an amaz- 
ing thing takes place Participants 
realize that planned patient care re- 
quires efforts that are tedious, dis- 
ciplined, intellectual, and time con- 
suming. ; 
When doing this evaluation one, 
in effect, relives the planning process 
done by nurses cifring for the pa- 
ents For ee the co-chair- 
man reviewed the entire chart and 
care plin of a SS-vear-old woman 
with a history ef difficulty in walk. 
ing and. weight loss Nurses’ notes 
ported our the weakness in the pa. 
tients legs, Jack of appetite, and her 
use Of a walker However, the 
Nurses’ notes did not mention oecu- 
pational therapy's role or consulta: 
tion with the dietitian and a care plan 
should have accordingly 
During evaluation ot this chart 
the Co natant hod sa lest ire 
uree look the head) nurse 
Por pardethars dhoog the panent—- 
this often is a sien of inadequacies 
tetea Nunses frequently 
that 


abl dnlormation about patients: in- 


evolved 


siatible 


Try ti Paes 


de not relive they have valu 


sicad Of sharing this information. 
they offen take at 


The co channtan took her ques: 


home with them. 


ens to the head nurse and learned 
that ahe diedtiar hod ia faet, 
fhe patient and that members of the 


seen 


nursing stiff were actively involved 
with efforts to increase the patient's 
food intake What the staff had 
failed, to do was document their 
etforts 


ference, the head nurse saw this tm 


Duin: postevaluation coan- 
mechatels bet. wall this have hup- 
pened af the co chwrtwin had just 
told “While better 
notes” . 
In spite of Miuartshall Mfelarhan’s 


her to, nurses’ 


sa 
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theories, our culture values the writ- 
ten word and this is nowhere more 
evident than 
where prestige is often accarded on 
the basis of wriften documentation. 
The essence of the practice of nurs- 
ing should be clearly evident in the 
nurses’ nates for all to see and re- 


in) the = professions 


search. 
Traditionally, a nurse's feet have 


often been more valued than her 
mind, In addition, having been 
trained in an autocratic type of 


program to believe that she must be 
infallible, she often avoids placing 
herself in a sitttatian where her ac- 
tions and thoughts can be criticized 
such as might occur if these were 
documented. Whatever the reason 
there is a paucity of written es 
idence of nurses’ daily practice. 

We decided that part of our prob- 
lem was an inadequate Kardex 
Many nurses said that the Kardex 
was not large enough ta fulfill ovr 
expectations and was, therefore a 
major barrier, Along with this the 
format was considered not suitable 
A pilot study got underway, with a 
Kardex Commitice comprised of a 
cross-section of professional nurses 
to recommend and institute revi 
sions. A new Kardes 
larger and better The Wustrauon on 
p. 920 shows the format. 

Although the nursing audit was 
working well and toals tor at had 
been prepared the major area which 
still needed improvement 
ing care plans. Despite the attempts 
of continuing education staff at St 


enicreed 


Was nurs: 


Luke's workshops. and sartaus au 


thoritatiin measures still were new 


using care plins effectively, Nuss 
service administrators and contin: 
ving education instructors there 


fore, reviewed nursing care plins on 
all units. They identified the rodivid- 
uals who demonstrated expertise m 


the planning of patient care and 
asked these nurses ta form a Nurse 
Audit Subcommittee an Nursing Care 
Plans. The task of this subconimmittes 
thea colleagues op 


was [O asaist 


devising nursing care plans 


This is ong of two farms a nurse 
uses a3 she audits pavents chueki 


nurses’ noTe@l 


No 


Yai 

A Eandillon af palent 

4 Changes portient gna symplams. of actions ara Included ae 

2? Al least ang nate 1a wrilten datiy ‘ A 

9° surnnusy Gl oF pasioperalee. al least one nolo 14 
writlen ceery lout Bours 2 

4 Pabenis physical abiliies and limitations = 

Bo Maer alins . 

i Regegn lor admin medicallan « nalad sentne . 
Results al pin 505 medicatian ara noled ae eee 
Fe ratory noig is recorded whe fy Blanding Mmedica- 

Aas nol beer admin slored, egies: 

4 A folg is fecarded when vr Bnous solutlon cantaining 
ned athoa 4 nol cumpleted Amaounl absarbed 13 Incluaad a 

© Sranage fram any onifce Nolte imcludea 

1 Seaurce == 

2 Tyue o> 

3 Cansistginy = 7 

4 

5 Color a 

D Sohecil feeding Note includes 

1 Tin 

2 Atiiity va toferate 

PL tion of ume gwen 

4 

bs 

t y 

BoLoor 


E Sutton Siptan Grathage  Moste babu as 

1 Tyoe 

2 Desenston 7 

; ni 


Amount of deascagea 


Fo Use af oxygen Note Inéludes 
1 Meine admifstiatan 

2. Quratan 

DoLetae fee 


1 ee rnemg 


Youn Rathe nee cee ee 2 - 


wie ce wien 
JR al atte aed BAC BA See Tl] @ GION WO Gate ( 


raw ders 


oooh tre thar gs an Pe’ es 8 bGateaet thea wale UW iota ® 
ales » 
ae 
G Type 
c Reauers 
1 Fateitu 4 
ree Peer ee 
1 Be tal te migerave - i Ne. 8 
a smtadeatete pers soto ababaa Gf tea afua a7 = 
boeve:p Ralhblus Sorin fhe Course OF tha leamstislas 
€ oane-Rall Puce anéei can-pieiun + 
2 A yy unusua HALON” have Geen sotéd eeerenl ly 
' uM eee ; 
1 Bite eative 
’ ’ as beer 
D Pavient a ening Fas Bouwi ecaraed 
Co dewelty gtuathesea and otfai objects . awe baa: ae 
to Viwattes (meigved for sale keeping ara recurdad 
2+ tee Ca 
4 Dob Aca ses 
toe ta a gos 
cSt i 
ine ) 
et shin E 
sue ln ibe 
i 
BT aa je 
PTH yg qalentsg sede ios 
‘ ie 
Fang 
e PE eo oStonshhotae of tigitg Care (whara appli, atial eee. 
a it 11 GO AA feisan fon tale drachaiga if incivdad 
et eave li 
YL dal obaeiveiles 2 
2 Date 
Qo Toma prongs od dead 
A Fhacse ofa titelyinagy piysa 
Tra (Fdet tiyif be cetera CN A Cumnniies 
Heason for thea petarral 
Signature 
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The nursing care plan should become a permanent part 


of each patient's record. 


Subcommittee members decided 
their ultimate objective was to set 
criteria ‘for evaluating nursing care 
plans and to act as consultants to 
the various units in the design of 
nursing care plans that were practi- 
cal, that is. pertinent, concise. and 
realistic in design. 

Their recommendations 
the following: 

e Care plans should determine prior- 
ities for patient care based on the 
nurse's synthesis of her knowledge 
and observations of patient re- 
sponse. 

® These plans should reflect a con- 
cept of planned deliberative nursing 
care into their mode of operation 
® Subcommittee members should 
give this project their complete at- 
tention for maximum results. 

© The efforts of this subcommittee 
should be endorz¢d and their recom- 
mendations followed by all respon- 
sible nursing personnel 


included 


a eee des Wt TE Sons. = Mis ary mits 


© The nursing care plan should be- 
come a permanent part of each pa- 
tient’s record, to serve as a ready 
reference. 

© Routine admissions which do nat 
warrant nursing mtervention should 
be identified as “self-directed care.” 
Nurses should refrain from prepar- 
ing care plans on these patients. who 
would otherwise have plans just for 
the sake of complying with expec- 
tations. 

In order to share their ideas with 
staf and to promote participation, 
all committee members took part in 
a panel discussion on nursing care 
plans, which was video taped and 


presented to all shifts. The head 
urses attended the original live 
esentation, 


uring discussion nurses agreed 
that nursing care plans do result in 
better care. better continuity of 
care, and do save time in orienting 
new staff members to then patients. 


ca fieees at 


wale MiSs uacve 
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Panelists suggested that sample 
Plans from cach specialty area 
could be filed and used as guide- 
lines “by all units as needed. They 
recommended that plans be tailored 
to the needs of each patient, revised 
with the changing needs of the pa- 
tient and not be regarded as just a 
static procedtire. There also was dis- 
cussion of initial patient interviews 
and discharge summaries. 


Unit Evaluation 

Since we consider nothing as ex- 
trancous in auditing nursing care, 
we then ventured into nursing unit 
evaluation. with patient question- 
naires. incident reports, and super- 
visors’ grand rounds. 


PATIENT QUESTIONNAIRES Ufpon dis- 
charge from the hospital, cach pa- 
tient is given a questionnaire to 
evaluate his care. He may submit 
the questionnaire either prior to dis- 
charge or send it by mail later. 
Responses are reviewed and tab- 
ulated by the Public Relations De- 
partment and then sent to the 
departments concerned. 

In the nursing service depart- 
ment, the director and associate di- 
rector read all returned question- 
nairs. Comments. requests for inves- 
gation. and notes of appreciation 
are written where warranted and 
then forwarded to supervisors, who, 
In turn, share this information with 
staff members. 

The associate director keeps all 
monthly summaries of patient ques- 
lionnaires to Compare rating results. 
Also, she pursues the investigation 
of any questions the patient eval- 
uations raise. 


INCIGINT REPORTS The Central 
Nursing Audit Comittee along 
with the continuing educution staff 
studied a compilation of medication 
crrors made since 1969 to deter- 
mine learning needs and devise pre- 
ventative measures. This analysis 
meluded all tabulations. units, shifts, 
dates, classifications, and individuals 
invelved, Findings were shared with 
nursing leaders, and the continuing 
education staff members tollowed 
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Fach 


moacleeted an 


SUPERVISORS GRASP ROUNDS 


week oa dillerent unit 


advance for observation ATL super: 
VISOTS, Tepresentitives foanty the con 
department and 


tinting education 


the assocnite director af niesesx vist 
the unit to evalintte the phiesaphs 
Management and qQualny of qaring 


care Also evaluated are nursing 
care plans. patient and family teach: 
of shabts 
staff 


ASKILALS 


ing. conferenees. chan 
reports, Horsing 
utilization They also resies 
Ment sheets cost control measures, 


rounds and 


and ofrfanization of thé uart 

Upon completion of cach erand 
round, all supervisors mect fora 
“postmortum™ session, where com. 
Ments and recommendations are 
made A reeerd ef these founds. ine 
cluding the resalty ef postmertan 
sessions ois kept by the 
director These rounds also aid) the 
associate director in Wer es aluation 
of the responsible supers isor 
- Unit 
staff nurses i one Of the souls we 
have set for the 
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aSSuUrance 


WHEN THE TEKM 
was first introduced, it brought an 
“What is it, 
that 


“Didi alte Audit 
automatic response 


more work?" But. is ry 


true” Does 


he lengthy ee invaived" What 18 
our real objective for doing these 
audits? 

Beheving that an audit is 
way to evaluate adequacy and ef- 
feetiveness of nursing care, nurses 
at Hinsdale (IL) and 
Hospital formed a eommittee to 
study 
auditing program at the hospital 


one 


Sanitarium 


the implementation of an 


Samples of audit forms were re- 


ted) from several 
forms ranged in length fram 


hospitals 


three to seven pages, and an hous 


R E 2p r 


the A 
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NURSING 


‘A fast and simple 
alin procedure 
for inpatients 
improves patient 
care at Hinsdale (IL) 
Sanitarium 

and Hospital 


by Gail Pelley, R.N. 


Be bee ed saticaccacal  GTTiGaddat 


Lime needed Go cairy out the 
and 


the 


lengthy involved was a 


sibility eomniuttee wished 


consider Unable to aecept this hy- 
the committee 


pothesis, however, 
decided to give 
desiring this 
we decided, 


reasons for 


task Our purpose, 


foumprove the quality of nursing 


Cate gave ta patients, 


Developing the audit 


Limiting our purpose in 


way enabled us ta delete 
portions of the 
the 


For exatiple 


with mechanics 


not 


Te OWT 


inted, with permission, 


can 1 tlosp ital Acsa 


Apri 


iT 18, 


OFF 5, 


233 


audit 
That perhap*audits de need to be 
pos- 


more study to its 
added 


was 


those 
audit form dealing 
of charting 
as con- 


fromm Hospitals, 


~ 
cerned about whether, all of a 
Patient's temperatures were con- 


nected by a straight line on the 
Braphic sheet as we were about 
Whether we took’a patient's tem- 
Perature often enough to ensure 
safe, adequate nursing care. After 
eliminating the mechanies, we 
needed to develop a tool that would 
cover all patient needs as com- 
pletely as possible. After evaluat- 
ing these needs, we decided to 
attempt to adapt the list of 21 prob- 
lems developed by Abdellah and 
Levine *- Through consolidation of 
this list, it was possible to design 
a tool that could be confined to a 
one-page form (see the figure on 
p 78) An additional’ form was 
constructed by listing the follow- 
ing one-word descriptions or short 
statements of types’ of specifie in- 
formation to consider under each 
problem: 
| Hygiene 
© hody 
© mouth 
® hair 


® nails 


physical comfort 


# shaved 
# pressure areas 
@hack care 
® pain 
2 Referrals 
* patient teaching 
® rehabilitation 
e admission 
e discharge planning 
This second form was needed and 
used in the beginning of our audit- 
but beeame and 
needed as stalf heeame 
different 


Wig Process less 
our 
these 


less 


More aware of 


problem areas 


Our next decision was to deter- 


*Atdellah F 


and othera  Patieat-Cen- 


fered Approaches ta Nursing New York 
Clty The Maemillan to jen 
Zoutnas of 77 


iation, (vol, 49, no, 
pp. 77-78, sh! : 


@ 
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NURSING AUDIT FORM 


mine just how this tool ahead le 
used. [t seemed that audiung chacts 
of would be 
an Improving 


patients 
of 
the quality of care for future pa- 


discharged 


effective means 


The Author 


Hinsdale 


Iino Nurses’ 
Association 


No - information not present 
or 18 present, not 
complete 

nA not appl icavte 


Henls but would, of cosine tol 
be of help to the patient whose 


chart being 1eviewed Then 


why not audit inpatients, we asked 


Was 


ourselves, and help this patient as 


Gail True Pelley is assistant director of nursing at the 
(IL) Sanitarium 
received an MS. degree in nursing from Loma Linda 
(CA) University and a BS. degree in nursing from 
Columbia Union College, Takoma Park. MD She is 
president of the Lake Michigan Chapter Association of 
Seventh-day Adventist Nurses and a member of the 


and Hospital. Mrs. Pelley 


Association and the American Nurses’ 


well as future patients? This would 
muke the audit a real-life situa- 
tion. one in’ which ideas could be 
instantly utilized. This alsa would 
the addition of a third 
an interview with the 


allow for 
dimension: 
patient as well as a review of his 
chart and care plan: 

The audit form and the second 
form for explanation were present- 
ed at a meeting for all supervisors 
and head nurses At this time, the 
proup was requested take a 
form, read it over, and add, sub- 
tract, make any changes that 
they thought would make the form 
more usable. The 
was made during a meeting with 
the evening staff nurses. Sugges- 
tions were compiled, and the audit 


to 


Or 


same request 


form was revised accordingly 
Sample auditing 
Next. sample audits were con- 
ducted on each unit with the head 
nurse for that unit. After these 
audits were completed, an audit 
committee was chosen, This com- 
mittee included a_ representative 
from the nursing development de- 
partment, a medical unit head 
nurse, a surgical unit head nurse, 
a specialty unit head nurse (psy- 
chiatry), and a representative from 
nursing service as chairman. This 
committee began planning for im- 
plementation of the inpatient audit 
on a regular basis and reported 
back to the Supervisors and the 
head nurses. 
Several decisions made 
during the first audit) comunittee 
meeting First, decided that 
sample audits should be done on 
each unit during the evening and 
on 


Welle 


we 


night shifts If nurses these 
shifts were to be involved in any 
way, they needed orientation, and 
sample auditing onall shifts would 


provide the orientation. We were 


hopeful that the results of the 
audit would be shared with all 
three shifts in conferences. An- 


other decision was related to tim- 
ing The head nurse members of 
the audit committee needed more 
time to familiarize themselves 
with the forms, and they chase to 


voout audits on their own units 


while the members from the nurs- 
(Please Girn fo page 82) 
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When ou’ve got 
a simplathing’ like 
Pap test, 


it’s criminal that any 
woman should run the 
risk of undetected 
cancer of the uterus. 


+ 


ZZ 


WY 
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if . 


tow ctl 


he 


The Pap test isa simple 
heele Material ¢ heckup 
tht takes year clinton 
practically no time at all 

It can detect vaneer of 
the Uterus = one ot the 
MOSE GOMIM OT catets cts ly 
Women in Gine to do 
something about at 

Im. Vee that. all it 
takes: a ample Pap test 
once yeat fsntatan 
credible that some women 
Just clan’ gee around 
tout’ 

Look edie now while 
youre thinking of at why 
not call your doctor and 
\ mutke a ip Porntoient for 

a Pap test? 
Doar’ t fay? afraid 
Ita hat you don't 


know that can hure you. 
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boa ode choprlent and the nursing 


weivier depgiiments worked with 
One audit pet 
1 for 
the following one-month period 
audits were con- 
shift It 


these 


Ue other  quinits 


Wik OUI BO 


oluitt oon: eaahy carat 


C'rse riteerit. feat 
diiting the might 


that 


dup ted 
disvotered audits 
aseftil fia 


Wee teol pave teal ws an audit fei 


Woods 


we pk orlentation but 


Met possible to 


Tare penis Tt was 


coofuet gf patient interview and, 
hod ee IN tea oof baatagany treed 
Ware net chatted it was not pos- 


reason far 


it did nat 


satble ta determine if the 
lbs tetataatote wos bet atuine 


5 


frets ppba ner 
these 
omitted 

sewer add months uf capecd 


toad been aves 


night 


papel y oot 
looked = For 
auditing 

After 


reasons, 


Woe 


Mienitetiot our present audit pare 
cedure e\odbved Farus the fotlow 
te Seerts te be the Most usable 


Practioal aid effective method 

® Audits are conducted one this 
prea teefiathy off witht 
ellher the dav Oo: evening ohift. 

® Audits with 


thee Tecnty leader 


éiach during 


Weber 6 onducted 


the Leensed prac 


NLeuet dugtves ad thee otinslig a88is 
lent and the head uutse if she ts 
avadba bile as 

@ Bachh  theviuteet ref Ohne coord tl 


cunimittee ds teapeusttbe fea dat 


tlattog the wudits each noonth on 


tweet three Unets 
e Thy aide ie etlatied= Is 
edooto fe Vine Unb agate care 


dating or itninediately 


sadit 


Phin either 


feelue sdnpe thie 
haat 
atettia | bee ER aan 1 


2 Thi cellent Chee 
socetdil 


440) 


tities ft 
fem 
pi od 6 peor beeause the 


tits gare invelyverd oi fewer tc 


fivitters cat Chese tira 
Evaluation 
Vive antes dat ele san ducted for 
vent VEE the tiie for serious 


Curie We wvasked 


Pollo sig Ques 


taaiiialon Our= 


seas Che tions Are 
we really accomplishing anything” 

He curte tee peeved Are we mote 
total opetsatm for 


Although 


fon] by whieh 


Whar we ae iri? 
setitafic 


we Could 


Pise VTP b et gt Psblepiltenn, 
emer tones sind nate 
f ec: Poowerpegit 

Pers ctpe  epie feta tase Tdeent ania 


found a very fpomplete 


chart und a Vers coe paete care 


plain However, durtne the inter- 
View with the patient a diac pe cies 
of siitall bdisters 


It wis a Her pes 


Was ticle ony the 


face infection thut 


“everyone Kaew vbout bur ot had 
het been noted in writing We now 
wee fading less of this Cine farlure 


Ita Ube aviators Chiat wars iuthed ately 
discovered was di the ated of pain 


hated 


loerittior uf thie 


Patent." coamphunts were 
baat odltens the 
and othe eflecta of Pelle ving 


obatted We still 


pain 
path 


THetaetibey Wattat 


tind ee amissions, but they are 
belo widespread a: aa often 
Patiout bowel habit. also were 
hedlected Many times, the occur- 


howe] 
As a re- 
our 
to sttess when 
mid how to whart factors 
Weve. stapling a dist of the 
cdhkeot aeeus found in the audits, 
This list is te he an additional aid 
nucong development de- 
planning of yo ser- 
plograms [Ef one 
weak on several 


absence of THO = 
charted 


made in 


Perlbar aed 
Meats Were: pot 
stilt oun ou bietiagits weak 
Shei tig procedy 


these 


fu Out 
Dattroent ta pts 
aren is con- 
units, it 
ttem for 


Niet 
atategitly 
beconies a tap palarity 
tH-Servicew education 
Resistance fo the auditing pro 


from the 


potty bits been milbiittral 

enaet Nurses tespotd te the audit 
asd telp oa teaching: tool rather 
than ds oa threat The audi farm 
tsootten heft an the unit for the 
Muises ise cind this seems te 
Hove tedueed even the slightest 
hrestha (lon ar feuit The  muises 


khow the basic plitlosophy for this 
plovedure that at not be 
aoed ina future persenal evalua- 


and will 
ftenoof then performance Because 
Of this cogperation and trust have 
established Frus 


(approximately 


bowen lidtion over 


thy: tape: 1ivalverd 
"0 ta 40: mynutes) chuther than fear 


hom heconie ottr lirgest deterrent 
Plistin ithe Tuides 

auditing. 
tesads Although 
objectives that 


method, we 


hotiite a svstemir= 


fie peeevetraen | feag charts 
Propet tyyedte vet 
(hier) pe spoee fe 
veity dae ret he tiie 


believe that the spp tunite ta 


dUdth pipatiesst vecotds i valuable 


amid toeet oti pitheepliss ined ob 
peeetiVaes fou utpiresing patient care 
ciie-to-one 
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A Working Experiment 


Two problems were identified: reluctance to judge and be judged, 


and the lack of established criteria as a baseline for evaluation. 


\ 
MARJORIE JACKSON 


HAROLD GOLD ¢ 


BARBARA SACHS © MARGIE J. VAN METER 


WO influences fed us to undertake our c¢periment in 

peer review at University Hospital, Ann Arbor, Mich- 
igan. The first was the fact that peer review is increasing- 
ly recognized, in nursing and other fields, as a measure of 
accountability and as a means of evaluating and improv- 
ing standards of practice, The second was the fact that 
the clinical NUESIRE, Specialist program initiated at our 
hospital by the department of nursing in July 1970, and 
periodically appraised since that time, needed a more 
thorough review. 

Therefore, nine clinical specialists and the Soordina- 
tor of the program conducted a formal peer review as 
part of the general program appraisal. All of us were 
masters prepared nurses holding staff positions in the 
nursing department. Our purpose was to critically ex- 
amine our own practice and role development through 
validation by our colleagues. 

Although there has been q great deal in the literature 
about. the clinical specialist role, with tbe scope of such 
_ Practice amply defined, Rothing has been written about 
peer review of chnical specialization or, in fuct, of nurs- 
ing: practice generally. Thus, we were using a new tool to 
Appraise a new specialty—a challenging task. 

THE DESIGN ,;- 

Tnasmach.as fo clear definition or guidelines for peer 
review have been formulated, the desien for the review 
was planacd by three of the specialists: one cach in 
medical-surgical, pediatric, and psychiatric nursing. 
key components seemed important: first, sel(-evaluation 
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Two 


by each specialist and the coordinator and, second, a 
group interactional review. These components were then 
subdivided as shown on the opposite page. 
. Two sessions were planned for the review but first the 
self-evaluations were prepared, circulated, and read. 
Then, at the. first group meeting, each specialist was al- 
lowed 30 minutes to amplify and clarify her written sum- 
mary and to respond to colleagues’ challenges, The order 
of individual review was by clinical area and seniority 
in the role, with the medical-surgical specialists first, pe- 
diatric specialists second, and psychiatric specialists third. 
AS it happened, this ordering generally coincided with 
the tength of employment of the individual specialists. 
The second group meeting was planned to be a half-day 
session devoted to a review of the cooOrdinator’s activ> 
ies and a program analysis. 

Since psychological threat is inherent ijn any cvaluatioa,. 
safeguards were planned, such as 

® the guidelines formulated by the planning grotip 
were accepted by consensus by all the specialists; 

® moderators from the plinning groyp were to main- 
tain time limits and focus of discussion; and 

© the group interactional review was to be held away 


The atuhors are all clinical nursing specialists at the various 
units of University of Michigan Medical Center, Ann Arbor. 
MR. GOLD (University of Wisconsin School of Nursirig; 
M.S.N., Indiana University) is psychiatrie spectalist at the 
neuropsychiatric institute. MRS. JACKSON (University of 
Alichigan School of Nursing; M.S. University of Michigan) 
is coordinator of clinical practice at- University Hospital atid 
associate professor of nursing at the University of Michigan 
Schoal of Nursing. MISS SACIIS (Michael Reese Hospital 
School of Nursing; MS8.N., Wayne State University, Detrait) 
is pediatric specialist at the CS. Afon Hospital. And MSS 
VAN METER (Memorial Hospital School of Nursing, Lima, 
Ohio; MS. University of Michigan) is neurosurgical specialist 
at University Hospital, Ann Arbor, Michigan. 
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from the hospital in a comfortable climate for dsscussion. 

Successful completion of the peer seview was predict- 
ed on honest input, full participation, and a willingness 
to risk critical inquiry. 


THE ACTUALITY 


The specialists had been collecting: data about their 
practice since the beginning of the clinical nursing spe- 
cialist program, but the information had heen used pri 
marily for self-evaluation and as a base for semi-annual 
reports to the department of nursing. Now their task 
Was to abstract months of experiential data in a relatively 
new nursing role, and then synthesize thosé data into 
meaningful descriptions of the role expressions. 

Although the content of the summaries had been 
agreed upon, each specialist was free to develop his or 
her own format and style of reportiny, so differences in 
role emphasis, stage of role development, and personality 
characteristics emerged. Some of the reports relied heav- 
ily on statistical data, while others were couched in a 

narrative style. Positive results were usually emphasized, 
with areas perceived as failures described in only three 
data summaries. ; 

The data summaries were circulated and read, the 
group review called—and probleras began to surface. We 
had all assumed that we were personally ‘and profes- 
sionally secure enough to risk individual criticism while 
participating completely and openly in the peer review 
process. This appeared to be a valid assumption, since we 


chad been meeting regularly for two years to share 


problems, information, and- projects. However, the first 
peer review session saw time and energy squandered on 
superficial problems, tentative challenges, retreat and re- 
grouping maneuvers. 
as merely useful and factual information, sometimes be- 
came shiells against probing, disquieting questions. At 
first, individuals were concerned about being objects. of 
criticism. As the review progressed, however, it became 
clear. that some found it even more difficult to criticize 
colleagues to‘their faces. 

Nurses do not like to judge their fellow nurses This 1s 
especially true for those who are creating new nursing 
roles. There can be repercussions, because there is no as- 
surance that a challenge would not jeopardize working 
relationships or group membership ‘Therefore, only pos- 
itive perceptions were spoken. Negative feedback was 


Simply not presented. Any critical assessments took the 


form of self-criticisms, and the group then rallied to focus 
on the specialist's positive accomplishments. Other rea- 
sons for the superficiality of the discussion were probably 
the meager half-hour allotted to cach specialist and the 
lack of Cinderstanding of the organizational climate in 
which others practiced.. 

When the individual presentations were completed, a 
sense of dissatisfaction prevailed and resulted in the iden- 
tification of two problems: the lick of personal security 
and of established criteria for specialized nursing practice. 


OCTOHER, 1973, VOL. 21, NO. 16 


os 


The duta summaries, conceived of - 


We were then able to discuss the persunal meaning of 
this peer review and to admit to feel Ing threatened when 
such highly charged subjects ay competinon, role com- 
Parisons, fear of failure, personal depletion, and abuse of 
the role and its privileges arose. As we shared feelings 
about these highly charged issues, we came to a re 
newed willingness to work through peer review and to 
honestly participate in it. We decided to devote a full 
rather than a half day to the second group session. 

The second problem, Inck of established criteria for 
uursing practice, was not dealt with so easily. 
Instances, judpmenis ubvut sale problems were 
more thoroughly judgments about 
caré problems. Qhaantification of activities in nursing prac- 
tice was emphasized Over ¢ quality oP practles. Wsoon’ be- 
caine apparent that mullispecialty review in the area oF 
content and clinical judgment was unmanageable. If the 


In mast 
e yore into 


than were clinical 


DESIGN FOR PEER REVIEW 
I. Individiial summaries of own work 
A. Specialist self-evaluation 
I, Performance summary: data about the focus 
and se@pe of practice, activities that char- 
acterize role implementation, allocation of ” 
time and degree of role manageability, ex- 
tent Of organizational involvement other 
thin direct patient care responsithlities, and 
Professional prowth and development 
Clinical impact summary: an objective . 
subjective report on the role’s impact 
the specially area and the system within 
which the role was experienced 
$3 Evaluation oof relationships with other 
Specialists: type of work involvement, sup- 
port, Value, et cetera 
4. Evaluation or relationships with one's co- 
ordinater(s); type of work involvement, 
support, value, ct cetera 
5. Goals and objectives. 
B. Coordinator self-evaluation 
1. Performance summary 
2. Clinical impact summary 
3. Evaluation of relationships with specialists 


Ne 


and others 

4, Goals and objectives 

Il. Group interaczional review: | 

1. Evaluation and recommendations for each 
specialist ’ 

2, Evaluation and recomfentlations for éaardls 
nator 

3. Reviews and establishment of new group 
goals. 

4. Fotmelntion of objectives for next evalu- 
ation 
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“Criteria that measure 


clinical effectiveness in terms of nurs- 


Ing process and patient outcomes must be developed before 


nursing practitioners can conduct an objective review by peers.” 


specialized practitioner is to determine whether he/she is 
ima process of ascending conapetency and is incorporating 
into nursing care those aspetts of medical science for 
which standardized nursing strategies have not been 
evolved, he must be able to measure himself against cri- 
teria established by colleagues in the same specialty area. 

The coordinator's presentation of her data more easily 
met the need for concrete measurement and actively in+ 
volved everyone. She 
scale and askéd each specialist to rank her (the coordina- 
tor’s) achievements in facilitating the clinical nursing 
specialist role at our medical center. She used her ob- 
jectives to delineate the areas to be evaluated. These in- 
cluded: providing a safe climate for innovative practice; 
setting expectations for self and specialists; encouraging 
problem-solving approaches; promoting scholarly prac- 
tice, utilizing organizauonal resources in the implementa- 
lion and acceptance of the role; focusing the role on 
patient care; stimulating professional growth; und pro- 
moting self-actualization. After the specialists as a group 
had rated her performance, the cOordinator shared her 
self-ratings and provided an opportunity to discuss her 
role enactment, 

The review of the total clinical Nursing specialist pro- 
gram produced the moot spirited and productive discus. 
sion, This may have been because it was personally less 
threatening, with the strengthened group cohesiveness 
permitting fuller participation ahd objective analysis. A 
more sienificant factor may have been that the review 
was based on shared understanding of the program. Use 
ful recommendations were made for strengthening the 
and the group left the session, having worked 
With new undesstandings and re- 


program, 
through pcer review, 
solves. 


OUTCOMES 


The anticipated outcomes of our peer review had been 
objective validations of cach one’s role enactmedt by the 
other clinical specialists, or alternative’ proposals and 
new perceptions of one’s self from greup interaction. 
What peer review actually resulted in was the admission 
of primary personal safety necds, a stronger sense of 
group cohesiveness, and. finally, an intensified awareness 
of the scope afd impact of the clinical nursing specialist 
Program on the hospital, as reflected in the individual 
clinical impact sdmmares : 

Our recommendavions gfe abviody Any 
Personal 


group plan: 


a peer review should nsinimize threal as 


had designed a numerical rating 


was attempted in this experience. If it is fecognized that 
the inherent personal threat is great enough to preclude 
a beneficial experience from the group review, the re- 
view process should certainly be halted and this issue 
dealt with before continuing. 

Lliterin, | that measure clinical cflectiveness in terms of 
nursing process “ess and patent oufcomes yniise be developed 
Before nursing practitioners can conduct an objective re- 
view by peers, These criteria should be developed by a 
pane! of practitioners involved in the day to day care of 
patients in their respective specialty areas, The citeria 
should be regarded as expert consensus on recommen- 
dations for the best current practice, although this con- 
sensus will change as knowledge and nursing roles expand. 
The criteria should not be interpreted, however, as stan- 
dards of nursing practice or of employee performance, 
Their value is educational and sell-evaluative for the 
practitioners. Only with such criteria will peer review be- 
come an accepted means to cxamine and evaluate prac- 
tice. 


GUIDELINES 


In summary, then, our working experiment has fed 
us to a three-step concept, o: model, for peer teview; 
(1) establishment of criteria by consensus, (2) self- 
evaluation according to the criteria; and (3) group re- 
view. The steps must be taken in that order We also 
identified peer review guidelines as follows. 

® peer review should be a continuing process, not a 
contrived annual review 

® peer review should be primarily specific to a clinical 
aréa or discipline, with the nurse specialists in that area 
having the option to tavolve nurses fram other clinical 
areas as Appropriate 

® péer review should be oriented more toward the man- 
agement of nursing care problems and less toward man. 
ageability of role 

@ peer review criteria should focus on nursing process 
and patient outcomes. , 

As the review process was a new venture for us, the 
experience consisted of learning by doing and raised is- 
sues uf methodology, objectivity, and manageabilily. An: 
established aud a supportive climate of trust facilitates. 
group process and communication in peer review, we 
conclided. But we believe that the coneept will bé- 
come truly operative only when acceptable meana for 
nursing Practitioners to Examine and cvalutte their own 


ical performance are established. 
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CHART AUDIT SAMPLES 
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The peeiiays is from the California Meateai Association and California Hospital 
Association’ manual, The CMA/CHA Patient Care Audit Workshop Program Manual, 1974. 


PATIENT CARE AUDIT PROCESS 


A Method for Improving the Quality of Patient Care 


ra 7 


Select a topic for audit. The subject can be: 
-a diagnosis = e.g, myocardial infarction 

=a surgical procedure - e.g8. cholecystectomy 

-a physical finding - e.g. high blood pressure co 
-a symptom ~ e.g. swelling 

-an abnormal lab test result or. x-ray 

~a social-psychological problem " “3 

-a therapeutic measure - e.g. use of medication, blood transfusion 


Il. a). Establish criteria for audit of the topic ioken: Criteria should consist of 

5 to 7? essential items pertaining to the subject which will indicate whether 
or not, the group of patients in this category is receiving "good" medical 
care, These criteria are discussed and decided upon by physicians and other 
providers of cdre at your hospital. These criteria may be outcome criteria 
~ @.g.; patient survived, length of stay; or they may be process ocess (or treatment) 
criteria - e. Be, justd Fieat ton of diagnosis, indications that the patient 
received appropriate therapy; or both outcome and process criteria. 


b) Establish expected acceptable per formance levels in terms of percentages 


. for € each . criterion. These percentages indicate the "threshold for action. 
If the actual performance level for a criterion falls below that‘which is 
expected, there is commitment to taking action to correct the devtations. 


Itl. Criteria are ratified by all providers whuse performance is part of the pattern 
of care re being « “examined. At this point, each provider is given a chance to agree 
to the criteria. and/or to Make changes in either the performance percentages or 
the criteria. 


IV. The ratitied criteria (those vriterta ayteed upon by providers ekose performance 
will be included in the audit) are applied. to chart review by the medical 
records administrator. . 


Ve The medical records administiator presents the results: of the dai 
fo the audit’ committee, 


3 the expected performance percentages to the actual 
mined by_ the data analysis, and identifies areas 
tl, The audit committee analyzes ‘the deviations - e.g., does the problem exist .because 


of lack of proper cquipment, inappropt ate organizational structure, tack of 
sufficient manpower, lack of motivatdon, lack of skill, and/or lack of kndwledge? 


o.. - 
ERIC 


Prone ronan ene 


7 e +: . *, 


: 


VELL. .Based on. _the Brea ret 5a 


. Broprasl _and supe 
IX ie ugit is, —— after a suitable interval to determine if the remedial 
ac tho f in raising the actual performance percentages, thereby 
i y of care for this category of patients. 
The followihg & SMOTIENS eps in the audit cyele. These steps are listed in random order. 


ow and assign the appropriate number to each step. 
i ee ' 
jent care after suitable interval 


7 a 
rar - . 
= Gomfare actual performance with expected performance Co identify areas 
ubstandard care (problems): ‘ 


- Implement and moniter remedial action 


Have drhft criteria (or revisions) ratified by pal those siege cases may be, 
audited : 
- Analyze problems and establish probable cause(s) 
-_ Develop draft criteria and expected performance levels 
~ Develop specific remedial action 
- Select ctapnned 4. operation, or vither basis for defining patient care bar aae 
= Kontg, pear oe tA - chart review by Medical Records personne] . 
Oo) - = | 
* 
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TYNG A TOPLG FOR PATIENT CARE AUDIT 


The guidelines listed below lave proved helpful im selecting problems for audit; 


ay 
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The " 


topile" for au it can be: 

-a diagnosis (admission or discha pe diagnosis) 
-a surgical procedure e : 
-a physical finding, i. e., swelling 

~an- abnormal lab test result or x~ray 
~a soctal-psychological problem ; a : ; te 

-a therapeditic measure (use of a medication, blood transfusions), 


me 


(Choice of the ‘above will, no doubt; be inf Juenced: ‘by what type of medical ° 


information and coding spate is available) — 


Facets of ardent care that can be Locked at’ using: the audit DrOneee: are! 


7 
. 


-justification for hospital admission s : 4 


_ “diagnostic accuracy rae 
~indications for: surgery . ‘ ; 
~adequacy and appropriateness of treatment (management) aoe TS 


~adequacy of short ranga out comes (complications, nanekn of stay, patdent 


education) 4 , 


(One or more of the above could be included in a single audit) 


A topic should usually not be considered for audit unless several of the following 
conditions can be satisfied: ; : : 


AL 


4 : : : - s > Wd : 2 @ 
High frequency, i.c., statistical evidence indicating that the topic is 
common ly. seen in the hospital, . ; i 


PEoblem severity in the Abeeaee of medical intervention, ‘f.e., if medical | 
intervention is not forthcoming, - a patient! s life is threatened, 


Amenability to proper medical intervention, i,e.,it has alréady been 
established that medical intervention can significantly alter the health 
of the patient by correcting or ameliorating disability, or preventing . 
increased disability. 


i -- 


Generally agreed-upon practices in the handling o of the topic, i.e., 
topics that have too many controversial aspects in such” areas as prevention, 
diagnosis, management and rehabilitation are not suitable ‘For audit. 


yp 
i 


- Audit 1a not clinical _tesearch. Rather Lt is a tool for: 


1): Applying Beavidesly-VesEried practice es to an individual care’ setting. 


2) Bringing about action on the def ic fenctes revealed in the analysis. 


Ee Int efest and entiniatenn in doing an audit on a topic, particularly 
in the initial period, when an audit committee is newly-formed and 
embarking on its first Few. audits, the kind of topics which often 
engender interest and enthusiasm may be someone a "hunch" ‘about a. 
problem in patient care or another person's "pet interest. The ' ; 
, above considerations A=-D could still be used to evaluate these “hunches 
and "pet interests. 


References: 


L. Procedure. for Retrospeative | Medical Care Audit “in Hospitals, 
Joint, Commission on Accreditation of lceaetsley 1973. 


2, Kessner, David M., Kalk,. Carolyn E., "Quality Assessment and the Tracer deena 
(Presented to the American Public Health Association, November 15, 1972, Atlantic 
City, New Jersey) 
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bi ' GUIDELINES FOR. CHOOSING AN AUDIT TOPIC OBJECTIVE 


In general, che facet of an Audit: topic chosen: for audit ing or “the Audit asd as 
focus should probably be one of the. aie a 


aay : . 
te That particular facet of patient care in which those doing, the ae 
wfeel a problem mi gti ex{aty fh a Be 8a 2 ae, Ee as 


2. That particular facet of natient care that is,.gengprally known to be 
a problem in many other: ‘hospitals, and therefore my be a problem in 
that. hospital doing the audit. ‘ ; 


~*~ 


That particular pact ‘of patient care within the Aud it ‘topic that 

most affects patient disability - that is, can correct.'or ameliorate 

disability. (Disability = mortality, morbidity, complications, 
increased L.O.S, in nenpitel Special ade ae etc. so) 


io 


__ insother uonde: the focus of an Audit topic should: be that area of 
the Audit topic most likely to reveal at least one problem in patient 
© ee care or most likely to affect patient disability and'therefore, be the 
a nn most. fruitful for eels patient care. . 


, 


i order to establish a focus for an Audit topic, - -those doing. the Audit’ can 
ask themselves the following questions: ‘ : =. a 
pe ‘ : 7 ‘ ; , 
ood, Do you, suspect’ therd m may be a problem anywhere in the diagnosis, 
treatment, or outcome of patients within this Audit opiet 
Z: What are’ the majar patient disabilities hae ‘Gould occur around this. 
Audit ,topic? (mortality, morbidity, compl teat ions, increased 1.0.8, 
in special units, ete.) . . 
‘ 4g a 
. 3, What are the ptobable causes of these disabilities? (Inadequate 
work= “MPs poor paveene control, etc.) 
_ ; 
4. Which of the disaptivedis are preventable?. 
5. Which of cis disabilities may not be being prevented because of lack 
tee of application by health care profftssionals of available resources? 
; ‘ 
6. What aspect of the Audit topic interests those doing the Audit; 
what do they want to examine more closely or what do they have a 


{ hunch that may reveal a problem? 


[ae 
} 
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SETTING CRUTERIA AND EXPECTED LEVELS OF PERFORMANCE 0°! ue. 


Purpose: The first criteria setting session of the workshop exposes 


partie.pants to concepts, procedures, and terminology of: Patient 
Care Audit which will be reinforce during the second cycle 


bs Specifically participants will have initial learning e aevectaneay 
int . i 4s bf i 
a Selecting au cubic for. audit. 4 - : ~ 

2. abinine the parameters of the aaelent , penttaeion “wtiich will ‘be 
audited. 

aS Defining the focus or aspect of. patient care to be audited, 

gee ee nel we Leing. erit -erla. 

5. Defining and establishing percentages of expected. level of oot Biaeng 
for each criterion, 

6. Recognizing that ,the criteria established by the udtt Committee are 
draft criteria which May and probably will be changed when BE cRented 
for” ‘ratification ; ; 

Outcomes: 


o.. 
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-2,° The team wili ha 


° 
oy 


1. the team will have. read an handout "Selecting a P¥eblen for Patdene 
Care Audit". 


lof ined the parameters of the patient, population 
being audited for tWe first areeRHe: 4 


3. The team will have’ established an objective (reason) for conducting 
the audit of’ the first disease. 


4. The team will have established criteria which meet the requirements 
-as outlined in the procedure, . 


a a, oe ’ . 

5. These criteria will be indicaturs of the quality of. care which are 
unique and essential to the patient, qepularson being acu and 
are not cast Ln concrete. . 


6. For each criterion, the group will have established an expected level 
of performance below 100% or above 0% which atts-as tha "thre shold 
for action", 


2 


Procedure: How 


to select a topic for audLt ee 4 


i. Instr 
pei cues 
b 
' ¢€ % 
d. 


uctor explains hoy to choose a topic for audit. 


Retee to handout "Selecting ‘a. Problem for Patient Care 
“Audit, ba 


Go through the handout with the team. : ‘ 


Point | out to the team that this might prove. a useful 
guide if, when they return to their hospital, they wish 
to begin aaa this type of Audit. t 

Ask ‘if they have any questions, : 
: fra 


2.- Ask the bana to choose for their First bart acd a cycles ona of the 


Fachn tailed 


-two-séts.of-charts- they- -brought:;: 


* 


Ask team’ how they decided shat two topics to bring. ; ~ vo 


ry 
& 


ieiae: out that if this weré hide own: hospital thay would 
not be limited. to two topics but could choose anything. 


Point: out’ ‘that we had to ask for only two topics of 15 

charts each for logistical reasons. The medical records 
.person does not in this setting have access to all of vas 
her records. a ‘ 


- 


Procedure: Defining the parameters of of the patient: population 
So er a 


1, Instructor explains that part of Selecting a topic for audit 


includes defining the parameters of the pat ient= population to 
be audited including: ; vis 


e 


~Age limits to be considered ~e.g.,if the subject. for 


‘Audit were pneumonia, wosild they want+to exclude pediatric 


cases, ue ' 
~Are only primary di lagnoses to be included 

=Does Purgteal approach make any difference - e, ay 
abdominal vs. vaginal. hys as a de 


a 
, 


‘Instructor explains that this needs to be done so that we are 
all talking about the same topic. 
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Procedure: — Def 


] 


1 


Techn{fques 


Ask medical, records person how she pulled the 15 charts. 
Did she make any exclusions? What did she Lnclude? *": 


‘Ask team if there Is anything they want to exclude. — 


r, 


~~-Techntques 


Ps ; _ - ! 7 - : 
ining the focus or aspect of patient care to be audited 


Option I: . 


Instructor explains that establishing an objective or 
reason for conducting the Audit enables the committee to: 


- Facus on that particular facet of pat ient care 


where they believe a problem might exist. 
-Define, clearly, what they want to look at. 


6 


Instructor writes on the flip chart the Following quest ions a 
“the team gould ask themselves when establishing an ‘objective: 


ie 


~ 2 Do you suspect there may be a problem anywhere. ig the 


Option IL: | 


o.. 
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diagnosis, treatment, or Qutcome of patients with this 
disease or surgery? - e = %, 

2) What ‘are the patient disabilities that could pening 7 
(Mortality, norbidity, complications, L.0.S. in Special _— 
Units) ~ 


7 by 
3) What are the probable causes of these disabilities? 
- :‘ (Inadequate workup, poor patient control, etc.) 


4) Which of the disabilities are preventable? 


5) Whichtof the disabilities are not being prevented 
betause of lack of application by physician and others 
of available resources? 

F 

6) What is it that yon want to examine closely? 

If the team exhibits difficulty in defining the objective, 

go on to brainstorming criteria. It may be that once they 

have brainstormed criteria, then selected their most 
important criteria, the objective will become clear to them 

- e.g. “ff their prioritized criteria are "pt. demonstrates 

knowledge af new, to change dressing",- then their objective 

might be "ro determine if patients received ‘appropriate 
education prior to discharge" 


me 


Procedure: Selecting and writing criteria | 
i, Instructor should define "criteria" for the team as those essent ial 
items which act as indicators of the quality of care which, patients 
in this category (M.I., Pneumonia, etc.) are receiving. Criteria | 


may ibe: 


a, |) Qutcome criteria - patient survived, complications, morbidity, 
‘£.0.8.3 mh ; , 


| _ bs | Process criteria - justification of diagnosis, indications 
“| that patient received appropriate therapy; or . ae 

ri c. , Both outcome and process. ‘ ~4 ; 

: . ( us . ; . ‘ 
/2. Begin establishing criteria. Explain that although in the workshop 
1, we will ‘set criteria which use the chart as the source of data, in 

' their own hospital they may set criteria which will require other 
Rauee = , -sources..of [2 C: het: een | ieee & ee ee 

Techy iques “s, ao: ‘ a , ; : ; : : ; , ‘ ‘ : 

‘ y ‘ . ‘ , ‘ : : _ a ‘ ' 


dption I: BRAINSTORMING" _ a ee 
i ; y ; : ; Ss . ; . . i‘. ‘ “ 
al. /; Tell participants they will "brainstorm" criteria.» Using: 
i the process of "brainstorming. elicits more suggestions, . 
| at @-moke apf ratey from evéry-part icipant in the group. , 
Be" | Explain rules of "brainstorming", “8 
.L) Each person suggests whatever comes to mind’, as indicators 
of the quality of care. mt 
2) No-one is allowed: to evaluate or comment on any of the 


suggestians.. | Sy 


“ “ 3) Sugge&tions must not be categorized as part of. the. 
: a : 4 
history, physical, -outcome or anything else. - oo 
By) a During “brainstorming" there will be a point at which everyone 
becomes silent. Do not. intervene. They will produce .a second 
surge of ideas. ; 


A ' 


a. Write each suggestion exactly 


} ; stated qn flip chart. 
When pages is. full, tear off, tz 


pe on wall and start a new page. 


e, Tell each participant to choose the two items from the list 
that they feel: are the most egsential indicators of the quality 
of care. Ask "Which two items if missing from the chart would 


make you feel most anxious about the quality of care?" 


OC. — a 
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Option Il: "DELBECQ" 


a. Tell the group they wil}.'set arlteria cigs the "Delbecq?’ method. 
This process encures that everyone participates, not just those ; 
“ot just those individuals ne talk. the loudest: and the fastest. a 


o. 


" explain rules of Delbecq. — i 


with no discussion, : : 


1) Everyone takes 15 minutes to: stlen 
write down. those items which they ‘conbider to be indicators’ 


of the auplicy, of care. 


a 


\ hae 
, the room and-each person gives one from 
their list. This continues until all items are ljsted on 
the flip. chart, : 


: While. going around the room no one is alloted’ to. ‘comment: 
ral or evalaate any of the items. “Ae _ a8, es 


ace 
ene ‘ * 


. Once ail items “are on the’ erp ‘charts other can. bea perdod occ cota’. 
of: ‘discussion where each item,is commented upon. This — - a & pam 
_ beriod wilt last no more than 15 minutes? . oe es 


fo 


- 


i ee Following: the diplebaneation of the. ‘shove ateps, each individual 7 Ne 
ee Gk. is ‘asked to choose the’ two items that” they feel. are .the most ae a 
rene essential indicators of the quality: ‘of care. Ask "Which two items 

1f-missing from the chart would, take’ you. feel most anxious about the 


"VaR 


“quality of care? Loe, es 


. 3 4 ye 


3, tafleuctor explains that. ‘criteria must now be clarified. a ' 


Technique ss ; ; “5. ! 2 OFF, : 


a. Instructor writes on flip chart guidelines to follow: . » 2 gy 


t 


1) Bach criterionshould be A complete | thought rather than a Le 
phrase = @.fe) inxtead of "Chest X-ray", do you yu mean "Chest. nS 
X-ray ordered", "Nhest X-ray done", "Chest X-ray negative.” wah 


2). ‘Rach criterion gould be understandable cnether or not it is 
written in me@fical terminology. 


3) Eadh eriterion should include: 


h 
¥F 


the frequency. of an activity - e.g., “temperature recorded 
every 4 hours. 


b) the time limit for an ane tvity £0. occur - é.8. ,"chest 


X-ray taken within 24 hrs. 


254 L 


8 - 10 


aye 


ag 
= 


c) the exclusions Or limitations of of tie criterion" e.g., 
all suspected M.I.'s admitted to thé’ E.R. should be 
on a monitor within 30 minutes, except those who require 
defribil lation in the E. R. ° bh ; 


4) | Is each criterion: Relevant: to ‘the quality of care 
i _ Understandable ‘ ; 


, er, Achievable ; 
It 1s good to elicit the participation, ‘of the medical records: 
person at this point. Try to get’ ‘her to ask the questions for 


‘which she requires answers in order to get the data from the =: 


chart, 


’ Procedure: 


a 


ee to indicate the mbeth: of the; criterion. 


ected: level of 


ges of exp 


Instructor defined "expected level of. performance! For othe: team, ie, 


Ancluding: 


«eo Hhreonoe for’ re (not: or a review,of. charts 
“but a major action eet ne use of resources) 


* 


¥ oe 


“ob. the point | ‘at which you would becone anxious about the quality 


of care 4 . 


“Instructor explains.ishy the expected ‘level of performance is set, — 
, including: = ” we 


‘ a : A ‘ ye 
ae: 3 We 
to’ ‘have some objective 4 way of determining’ ‘when action to: 
; = ipeove patient care must be taken. Later, the actual Level 
of ‘performance will be compared with the ‘expected level of © 


pet formance to _ determine where | spropien areas magic exist. 


ty 
ca badure that. “all “ieee performance’ will be. audited know to: 
what extent the criteria will. ‘be applied. a 


i a 


d. to commit the Group to look at the criterion if the actual 


level of performance is lower than the expected level of 
performance. a 


eee ey 
pease al 


e. to set up a ctesonnince ‘if “d" occurs in. order to lead to change. 


’ Instructor asks group to aatah tek an expected level of perfor- 


mance for each criterion. 


255 
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EXPECTED PERFORMANCE LEVELS 
mee ee ° 
One a, the most practical and effective Cuakures of the CMA/CHA. Educational 
Patient Care Audit system is the use of an Expécted Performance Level associated 
with each criterion. Where some of the alternative methods of audit advocate that 
all criteria should be-"100%" and all possible exceptions Listed (a Formidable 
tagk).,. we encourage hospital audit. committees to draft realistic, attainable: levels, 
‘and thus:‘start aty.the point where other methods arrive, after. painstakingly listing, 
all the possible. (or. unusual), exceptions. - ‘Not only does this save a gteat deal . 
o£. time, and simplify the audit system to the point where it-can become practical 
and useful, it also has the advantage’ of ‘providing a focus for change ~ the expected 
‘performance level is a threshold for action. 


g 


What does it mean, when an audit committee — an. expected perfdrmance level 
OE, ‘say 75% for a eriterion that "All patients over ‘40 -years: of age wild have | 
“‘vecorded on the chart a atanding BPI"? a a 
e Tt does not mean ‘that care can be assumed to be perfect, nor even, that, it is 
igs , satisfactory, it ‘that: expected level is met .or exceeded ¢: ‘Conversely, it does net. 
*“°. mean that care is, unsatisfactory or. poor if it is not met’ Tt also does sseenn 
Se that the audit. committee sHould Look: at all. the charts where the eriteriof As not” 
Rly 7 - * : vs e “y 


pec F 


€ 


What ie does mean is dae: if pence — 15% of patients a thigtGroup have a 
standing BP recorded, and if this criterion has been ratif: ‘by the medical ean 
then the medical staff is committed «to do something thage Ly ensure. chat at pees 
75% of the next (comparable) group of patients . will ‘aie standing Blood, Pressures at 
(done and recorded) on a-re~audit. “ Pr oe 
: Gee : 


It is apparent that the emphasis and effect £ this system, ae srward- inci any and, 
goal- ~oriented. . The. intent ds simply ‘topall prove the quality of care. Tf the intent | 
‘were. to Look back to try ‘to: £ix: blane*or conduct a-' ‘post. mortem". then perhaps it 

‘would be necessary to’ assign a t00%"" Level to each criterion ad list all excep- 
tions. But if the intent is eo “imp rove care From now on, it is Only necessary fo « 
set an attainable level ‘offer formarice,. with consensiis and the. commitment: wOf all ~ 
concerned , dscertain whether, it is bethg, met, and if not,, take: thes anenedaary steps. 
to see that it will be met, 7 8: 8 A . re . 


4 “ ‘ + 


The expected level can be raised ‘on subsequent wezaudité: « The eventual goal for : 

many (but not all*) criteria should be:100%, but in order to censure that. the a 

expected: performance level 1s indeed a ‘signal for positive, aff}rmative and shes 

effective action, we anphasize that ik should be realistic and vattainable. | ; 
: aries 4 a4 a eee 

* For example, appendectomy criteria for lab usually inelude a’ level of 80% 

"hot" vs 20% Neold". . . 


a 
Ca 
or 
Ww 
‘ 
7 
=, 


jf § 
/ . e a 
Expé¢ted Performance Levels 


The level should, be suggested (drafted) by: the’ audit committee immediately after 
the criterias. Both criteria and associated. expected levels of performance should 
be ratified one by .one), by ‘al. members .of the hospital staff who are. affected, 
‘d.e.4 whose patients: ‘witli be included - in the audit, ‘and who do.or order any of thé: 
pei igs or actions which ie oe pee eee of a Sra bersen or peter tae Only when 


: Final Ty; phe setting of eigietted Gavi cas ‘levels hetpa "3 in che definition of - : 
etiterLla. For example a'@ritetion which really should be associated with 100% ~ .-- 

, performance is probably. something that should be included in standing orders (and 
therefore should not be used agg eriterion at? all) while a.50% expected performance 
level denotes: that a criter{dn ina y not: .be yery important, . LE. it causes.no. discom- , 

7 Se ‘fort to the’ audit commit bee. leh * Something. does not acara. (or, BEE | on the chart) * 
; hare the tine. 


’ 


Bae Y., ada’ wee ¥ : aghy va 8 n Haat ted wag see as 
Tt hasbeen. siiggséa ted: that: dnpdeheal Herc viancefievels should: be regarded, gt’: 
only, as. thresholds for action, buat alsi’.as "Levelis' of discomfort", eke a 
committee. sets'a level of 75% for a particylar. criterion, in addttd. dja to recommend~ bite 

ping: that actidn be taken if 75% of the. charts do not contain that’ particular datu Sop 

“the inference is that the commithee would ihe. "comfort&ble" about’ the qualfty of Fae 

ware as indicated by the'eritrerion at ‘that level, and is "comfortably" confident ett 

” -that the charts will- reflect, it. The, suggest ion then, is that that level sho ld - . 

awe not beset at 75% but possibly at 80% or 85% as the levellof discomfort ,to ensure oo 

“* that the criterion sharply /dékineates. thé parameter it is ‘designed to measure.. a 

& Regardless of whether this” latter suggestion. is followed, the expected level of . 


gf Berformance. Ls, one’ of the mast useful features of Educational Patient Care Audit. ee 
ae a we : tee i 
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_ PATIENT CARE ,AUDE 


' 


CRITERIA 


y 


Department (of Service): ‘ . 2 2 
Topic of Audit: _ 6%. 2 S.* _ : < + ¢ 


Parameters, of Patient Population: 02" le 24: . = 


ee Te | PO a 4 ao oe | 
22 As, oo ee a mae oh ee 2 a4 es 


corals PGE ‘ 4 “eas 7 : - . “ 
° : age : : a | ‘ 


ICDA Code: i ae Tr ee ae ere: Be 


“Objective of Audit: Se es a 


ae EXPECTED LEVEL 
OF . PERFORMANCE 


fitieei - 


i : z 
wee : i “> ok 4 
a RATIFICATION: a 


‘The educational patient care, audit proceas hws been neatly characterized ig three 
words: "Criteria with Commitment." Tt is at the fatification stage that the . 
commitment is welded to the criteria. No matter how sharp and clear the objective, >. * 
. NO matter how cogent and sophisticated’ the eriteria, an audit is an excercise with - = 
‘little’ meaning until the criteria (and associated "expected ‘perfortiance levels") 
are ratified by those who must be concerned, Many audit. programs’ have flounderéd -— 
". on this rock. Often the means used by an audit’ committee, td: avoid ratification, 
_. while subtle and ingenious, fail in the.m st" important -areas of: involvement ‘and 
‘ _ participation, the only jeans we know to, Wotivaté a hospital staff torinitiate’” — |”: 
, and-carry ‘out-a systematic. program which entatils change. / a oe ewe! ok 


- . 
‘ 


a 


“the typical ratification session will include ali: che {qdtvidiaia“whot actions | 
make up the totality of patient care with respect to the topic being audited. ' 


Prior to the session all should be notified that the topic will be under diseus- . 
ston and asked to be prepared to discuss "what should be happening, in this id 


hospital" with regard to the topic. The. session:may ‘be‘openéd by the chief of 
staff, who introduces the audit committee chairman and specifies the ground-rules 
for the session. ‘Usyally the audft committee ;chhirmart:will be permitted to present 
‘ the topic and objective of the audit, and display. ‘the. draft-criteria, each with an.” 
associated "expected performance level", ‘preferably 'without:discussion or criticism. - 
He may explain somé of’ the logic employed by the audit committee in limiting the. ~ ... 
‘topic, but if he is wise, ‘he will not explain each individual criterion or perfor~ 
_ mance level until questioned: A second preséntation, with: discussion, should then, °°’ 
-.,take place,.and each member of the hospital staff, who is to use the eviteria, .°* 
Vthen has the opportunity to accept, reject, modify, send back to committee or suggest: 
additional or Substitute criteria, expected performance levels, or objectives ‘for * — 


» "the audit. 7)! _ te a . es 


rae 
fy : e ae 
‘ 


The outcomes of the ratification session, provided it is-carried out .in a reason- 
ably coopérative spirit and provided there is an honest. commitment to try, will 
~ include the achievement of consensus. It may s@pm difficult to believe /before: one: * 
‘has attempted it, but frequently a department staff wilt hammer out criteria and |... 

expected performance levels which they are able. to approve unanimously. Asa "rulét. (4 

of thumb" the criteria should not be intact when ratified. Tf they are exactly he O82 
:,as-framed by the audit committee or if ratificdtion is accomplished too easily, this 
may’ be an indication that the criteria are too low, or that they are not being lee 
vs "adopted" by the staff. +The ratification session should be characterized by dis~ a 
i, ‘cusston, givé=dnd-take; “even “horsetrading.'’ The audit committee should be ared 

to. drop a criter mor two, modify others, change expected performance -levels;;.”’ Sei 
Whatever is-ne@ded to achieve consensus. “In some instances unanimity: may not be. 
possible, but frovided that individuals or "minority! opinions" are logical and ~~ 
reasoned, the discussion.will be mutually respectful’ and'will tend toward consensus. 
Above all, it will be an educational experience for all who:participate, and it will 
‘result in att&ntion drawn. to criteria which the audit committee suggests, even when 
these are not‘ ratified, ‘i 
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Ratification - | ot eties cee - e 
® . ‘ ts a 3 te 7 3 : . i * . _ m 


tn A: prageieus way, many hospitals are now including quyedan: staff, Siok room, ‘ 
~ personnel, pharmacists and other health: ‘professionals: in audit. comm trées, god 
ratification sessions where ‘non-medical ‘criteria are included ‘4n, patient: “eHire 
audit. Generally there is very little risk that a non-physician will ‘dntbude | 


bn. opinions’ on strictly: pedical matters, and often a non-physician can provide. " 
. “waluable assistance in the development of the audit, where, the., duties and oo, ie 
expertise o£. a non-physician are often eritical fa@tors in. patient care. ‘this : 
_.... te ald the more: ‘appropriate. wher;one -réflécts that this’ i" patient, care. audit » 
kot aaa "mediedl" audit, ‘nor just. ‘chart review. oo ae a es 
en “When the useiead, staf. Gecouee exiuanced that the intent and design of the 
audit ig not punitive, that it is concerned simp ly with documenting the evers, | 
” {inp roving quality of patient. care, and that it is educational and’ fun,” eH “FE ; 
po Ey of, our: ratification: ‘g@ssions. l:be enormous. |" me : 
‘e : ; é 
= , ‘ 
fe at ‘ 
F ww : 
t y ‘ 
' i 
aa wt 
; | . : i : 
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a MILLER'DIVISION | 


. PSYCHIATRIC OCCUPATIONAL THERAPY 


Explanation of Documentation Review 


At United Hos ritals, Inc, St, Paul, Mn.,, the Problem-Oriented Medical Record (POMR) 
is utilized. Eact. discipline charts on common Patient Care Progress Notes using the 


5.O0.A.P, format. In addition, each disciptine may also use some type of flow sheet 
to record daily treatments ina check list fashion, In psychiatric occupational 
therapy a.flow sheet is used for each patient, (See attached.) In addition, each 
therapist charts weekly(S.O.A.P.) on all her patients, or oftener as necessary, 

Every other month, one staff member reviews the documentation of all other staff, 

and this job ‘is rotated to df staff. The charts of two patients per therapist are drawn 

at random for review. To mcke the review as simple as possible all questions were 

set up for yes or no-answers, with the preferred answer being yes in all cases, A rating - 
Ts based se Percentage of yes answers to the total number of questions answered. 
After a trial basis, it was decided that the minimal acceptable rating for d therapist 


was 70% yes on Documentation Review, 


Svibentthed L, ‘ 


lita Fike, VIK 
, Director 
Occupational Therapy Deparimesrs 
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UNITED HOSPITALS 
MILLER DIVISION 


PSYCHIATRIC OCCUPATIONAL THERAPY ‘ ; 
DOCUMENTATION REVIEW 
General : ‘ 
1, Was the patient seen within 24 hours of referral? (or 48, if reférred on the 
week-end) . * : 
a _ YOSie un No i” “ : 
2. Was Treatment Plan on Flow-Sheet within 48 hours ; hy 


1 w a Yo. a 
4, Are the progress notes (S.O.A.P.) written within 10 days of previoug’ note?" ’ 
Me ate a Noe 
Yes NO <a 
. \ ‘, 
Comments: ‘ : 
‘ af 
so 
Problems: 
BY Lo er the at accu bor tObheane ca cee Pde chee ee apeee with List on Medicril 
Cheict™ i . 
ay lb 
ge Ib. a tie mia Jeb edie y hap gee ch doe 1. eaiebie Yo. is lea bt avqfetepeadabedy beocar Gutdi vided 
cot Clarification ania planning? 
Yos = N 
). Et pie Rec nm Hebe cee Shi ON pe teem be Protiew ¢freted te ted and added Lo 
etaurt list amd frow sheet 
as ‘ 44 
4a. On proyress note, is listed protelem appropetatce ter Che rest of note? 
Ye No 


i 
s 


Comients: 
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Comments: . 


t 
yo SOR feut lye (0): ° 
ea ‘ ' 
wet 4 : _ ; a 
1, Are all. statements under (0) eomerete, factual observations of therapise? 
a 
(No appraisal or subjective material allowed, ) ; 
( “Yes No- — NA, oo. 
2's fs there material telattog te patient's: 
‘ y ; 
a.) Appearance: ; Yes No oe 
b.) actitude/ judyement; Yes? Nu 
edi: ad 
ti.) Work shilla, aera! No 
d) soetal skills: Yea — Nu 
§. IS omatedaiad ope tt be cas to #2) at ave? . 
Ren “No : ® 
4 Ih mtatea baad wpare PreviOla teha dour Co pe set Deel vat hue! (i. cord 
pehourpa ess? ) 
Yeu “4 Won 
Gating tae 
5 
a 
he ShalemMeuts wader chy te taied tae qn) and/or (ay? 
Yos es 
B2I9 ‘ 
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¢ 
2, Does material summarize patient needs or problems? , : 
oq 
Yes No 
he Sees aaa! eee , 
3. Does material contain assessment of O.T. treatment, interaction of plan? 
Yes = No — : 
pa 
Comment s 
4 
1. On the Flow -Sheet, is 
2. Does the Plan correspond tf goals checked by.dg¢etor on the referral? 
: ar ae ' ae 
. . Ue “ ae , Tae 
; Yes ae No Sad aha re 7 
_ ’ ' ear faint ®. ee ae 
3. In the progress note, dogs the Plan «ky rotate’ les fice = He, “ 
B ; Ae 
x Yes _ Nu —_ . . F 
4. Does the plan reflect current O,T. theory and practice? 
gs Ne 5 aaa 
Yes + No - 
9. Does the Plan retiect specitic proposed 0.7. intervention? (le yeale or eud 


products dbloved. Must be programs of action.) ts 


, 


New Nae 


auldbous whet approprhate 7 


Cs Docaw the Flas ie. aad. bee 


“ath 
A Yos Ne. iA. 


Cailiftenlas . : 
7 1 . 7 
. : ‘ =) 
L, IS COFrect poeta wpe Ppeoey Tes pant fie Chon ced? otha t & pacciad 
ta : t BR ‘ 

Yous Nar 
: pre a 
ae Oo 
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a PSYCHIATRIC OCCUPATIQGNAL THERAPY 


UNITED HOSPITALS, INC, 
MILLER DIVISION 
PSYCHIATRIC OCCUPATIONAL THERAPY 


Explanation of Patient Care Review 


In addition to a review of documentation, the psychiatric occupational 
therapy staff also reviews the care of their patients in a more direct manner. 
At the time of documentation review, the patient care review form is handed 
out fo two patients of each therapist, and the instructions are followed. 
Again, a percentage of preferred answers to the total aumber of answered 
questions is used as a rating, and 70% is considered the minimal acceptable 
rating, All peer reviews are then reviewed by the director of occupational 
therapy and are used at the time of performance evaluation. 
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Ns * 
} United Hospitals, Inc. 
Miller Division 
Psychiatric Occupational Therapy 
, PATLENT CARE REVIEW 


1. THIS PT. CARE REVIEW SHOULD BE ADMINSTERED TO NON-EST PATIENTS ONLY! 


* 


2. Questionnaire should be handed to patient, with the following words of explanation: 


"We are interested in improving U.T. and in making 

it as helpful as possible to future patients. It 

would help us if you could give us some information 

by filling this out. You don't have to yh your name, 

if you don't want to" \ ry 


3. When pattent hands tt back, the person doing review should check to make sure 
all questions are answered. If any are blank, the questionnaire should be 
handed back to patient, with the words: 


if 


"Please. Try to write something." % 
4. If the patient ts umable to fill ove questionnaire or refuses, another patient 
should then be chosen for valid review. ~. 
Scoring: ‘ 


Scoring will consist of toltuy answers a5 preferred (F) O21 not-pretertred (NP), and 
establishing a total or petrcettage of pretervced auswers. 


LPs Yes amd Corie. bine NPs No, and/or WeGuy viding , 
é Peo Yes, aud teoaltsthl ovaen et wl a, 

4 
) t You wt t « 


oo FR. (Expl. 
“to relie . 4 ic ope se baw 
"to help me mol ie pectevticntiar, 
"to pet rid of ay any re" 
“to get over being so down.” o 


“to leara something bo eat cle ay tiene 


ta 1 


to take my mind of fo omy problems. 
“so. daddeat tot, Mbetugp foteyratton es boi 
ra (Examples ) 
"to keep me bus, 
“to aecupy my time” 
"to keep ome out oof Creahi. 


“he cause T have to Eta. 


ERIC . a J 


Prare ronandr ene 


0. 
ERIC 


Prare ronandr ene 


_P: Yes NP: No 


-P: Yes NP: No = : ‘ 2g SP 


P: Yes NP: No } 
P: Something chat relates or SUPPports answer #4, et: 
= : ; h 
P: Yes NP: No 
P: Yes NP: No 
Pi: More than three 
P: Yes NP: No 
f . 
P: Yes NP: No 
P: Yes NP: No (NLA. at edily du hveplralization. ) * 
P; Yes NP; No 
No preferred answer, but negative.remarks call tor consultation with the 
therapist being reviewed: 6 ee 
: 
; We 
4 
hci) 
“ee 
I 
a ee 
( eee 
“Oe 
Yofted" Hospital. 
&yi2 ad 
As i) uF 
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, . “pe 
_ United .Ho ospitals, Inc. 
, Miller Division 7 
Paychiares -¢ Occupational Therapy 
‘ & 
Patient Care Review. = Questionnaire 
Do you know the name of your therapist? | 
Yes NO CName : ‘ 
Did your therapist tell you when you were eduled to be in 0.T.? 
; .f ® oe ead 
Yes — Wo When? Ye fo . 
Did your therapist discuss why’ you are to attend O. T. ? it 
- tre Sy 
Yes NO ; » ; sf 
; af 
What did she say? * 5. ees ah 


sa . 
2 4 


Did your therapist ever talk to you about the redsons for your hospitalization? 


Yes NO . 
Bie " 
Did your therapist sb ares your feelings about working in O.T., or how i. 
you felt about yoyr 0.1% activities? oP a 


Yes No 


Dist your therapist ever set UO. T. woals with you? 


. 


Yes \4 
Pt pea, Whiuk wee. en phe adkice 
| roe re ce Ow 4 tk eT »iVaty other than ome ou 
vhole Yu rselt? at 

Yes le 


: 


bid You Over ‘attend lash (iPollpe i Na OP ti. 
i) 
Yeu No 


Bhooue tiem Mit y Cobain? 


Did vour theraplat ever dlacuns youre feelin, fbGUE wothkiig da bunk Group ot 
Art Lah? 
Yes No 


Qo. 
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13. Did your therapist ever discuss your progress'in 0.T. ? 
14. 
a? 


16. 


Yes 


9 ge 


Did your therapist ever discuss your plans after dis 


Did O.T. help you during your hospitalization? 


Yes 


Du you have any comments about 0.T. and the supervision you received f 
your therapist? Anything else you would like to add? 


No 


a 


Ae 


Bad 


r 


om 
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Peer Review Form - ‘ a 
| . Patient's Name lt ... Therapist. Fost A 
; ‘Hosp tal Number _ 7 ; _ Date of Review. _ 7 
: _ Se # a 
Diagnosis eee eee ee ee " 
PEST PRELTNTNARY INFORMATION” ee cea eae 
| (from OT chart ~ check with Meg. Chart)”. a j : - ee . 
K. Diagnosis Stated , | tee i: 
— : oe ns 
fhe Reason | for Kaman T9S Fon | \ . 
. 2 Bt a es rz) 
rt Ambulatory Status (if “appropriate) : | | P ‘ j 
ae aera es er ene eee Be dt 
j. Pertinent Medical and Social 7 1 
__ History _ to) 2 
ES Srecaletonary ‘Information (if i | 
07 1 ee es ees ee eee re 
PT TNT Or, NOTE (0.1. Con TS COMMENTS oS 
KO W formal initial note’is written | | 1 ee : 
____ prior to 4th treatment __ Bae j 
IB. Objective Findings and Evaluations ry 
| (as applicable) one eal | | age 
1 Jotnt ROM a ptt Leg ; 
r 2. Muscle STE a ‘ _ v 
~ 3. Sensory Yap a 
b Tas Self-Care. ae 
| 55." Bensory-Notor (List sige: TT | 
: + 6. Other (ane state)” ca 
C. Subjective Findinas I | 
eles mie o Mental Status er es a . 
ee. au nat Status a3 t ‘| aaa 
po. th - Pertinent bata Included 4 
| _ L 2 - ” 
TLL. PATIENT TREATMENT PLANNING } 17 
" (O.T. CHART) oth fotul CUMMENT 5 
“A. foals of therapist are clearly | i 
stated and appropriate for this : ' 
patient A \ 
os On-qoing treatment record 15 kept o 4 
an charting notes reg ording per- ae ' 
tinent informatiom=“observations: | | | 
and general treatment plan a 
Record of: recommendations and/or a \ 
consults given to other pro- os 
tessionals (Nursing, P.T., ete £) : ; a 
; is kept i \ 
0. Record of recommendat ions and/or a 4 
J. consults given to patient's family, (|, a 
“ar community agency is kept Bo. f. ae a, 
cae : P BR - 28 5 = Satisfactory 
UHC/ OTD Ory) Uo = Unsatisfactory 
see re rw, a 


= 7 ae gees 2 
=o . We 4 2 
es a ne a. eg ae uae : 
: "ov ss 
a = 
ee | * 
wats PATIENT PROGRESS {OT CHART) "2 Ue Se 
Patient's status-in 0.1. 1s re- 1 s | oo 
corded in a formal: progress note | | 
; every 7 to 10 treatments ot i 
B. Patient is re-evaluated as” ie | 
| appropriate 7 nie a 
TC. Changes in goals/treatment plan- * rR ) 
| ning etc, are made accafding to pot gd 
l _results of above and rédorded L bac. L 7 oo _ 
(V. DISCHARGE NOTE (OT CHART OR ae ie as : 7 -_ 
fp MED CHART) st «COMMENTS 
A. Formal discharge note is written 7 t i oy ee 
within 4 days of discharge or | | | 
___'discontinuation date ae 
~ |B. Included total Tength of treat- | | 
| ment_and inclusive dates ob pa 
C. Summarized result of treatment i be A . af 
ices os oe, = aa oer eo 
D. Summary of patient's final eval- 7 ‘ 
uation/status at discharge ts Za 
__ recorded _ 4 
E. ee oHnenan elon and/or instruc- Laced 
. tions are included for home ° re rr 
pragram, VNA nursing home, BV, 4 
[etc (if abpropriate) ta 
‘F. Reason for discontinuation in- i 
. Elude fale. 9 = 2 
| VI. RECORD REQUIREMENTS Silja LUM ILNTS 
(A. Basic Data Sheets/attendame re- gh 
cords are filled out corre: tty <i 
| and are up-to-date 4 
j iB Evaluation forms are filled out ' 
. correctly and dated - 
[Ci Formal notés are neat, leqrble i 
and grammatically correct Dot 
(0. Formal notes are concise : | 
PE. Observation aaa notes are re t 
_ Jinttialed by -apprupridte person : : 
TF Formal notes are siqned by re 
. sponstttte therapist 
B : 
YHC/OFD ° A 
4/74 : ‘ 
r 
“ly Hospetats at € leyeland 
B - 29 
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Basic Dat 
Sheet 


. ik z 
Evaluatio 


b. 
Fora no 


F 
hatttal ou 


i 
an QPRET ES tp ae 
Lt har ge 


Ipservati 


Pamments : 


HHE/OTD 
bf7A 
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University Hospitals of Cleveland .- % 
Occupational .Therapy Department , . f 


Occupationa a Thenét 


gies hut ient Record Standards 


5 
i 


ctlve: ve v 
To have a system for objectively evaluating: a 
1. O.7. persanne! performance in maintaining patient records .. 
?. Level of performance in patient care. a 
To have a standard by which O.T. personnel can be" sennceien in . 
patient related responsibilities. \ : 
To have a Standard by which recogni t ip and/or discipline can be # 
given tu 0.T. personne! ; Ms * 
: & re 
od; ; . ' 
O.T. supervisurs will complete’a written check of his/her assigned 
staff O.T. charts weekly on the appropriate form. 
0,7. Department Director will randomly audit all 0.T. charts and 
supervisor's check- lists. 
‘Check-lists will be kept confidential for each employee and wil) 
bea pdrt of the O.f. personnel file sulileted with the. Ene of 
Month report. 
Personnel with unSatiofactory ratings will - subjected to counsel ing 
‘and discipline For repeated of tenses f3 
Standards of Records | 
ct 
- "eee ates 
Poa aes Ratings | Unsatisfactory Ratings ap a 
ad Camp | etion of basic data on date, Tate. 
chartine nutes up to-date 
pall Al] basic data sheet’ items legthle Information, Ty duubt a 
n Appropriate for ondition —, | Tnappropriate C 
| i ‘ 
te , Bone on schedule ae corddaa tu late : ‘a 
; peer re slew Quid Pines |. - 
ute ) Folluws gul idelines stated tn Does not meet procedures dS ] 
| peer review procedures | stated in peer review 7 
not. | Follows guided des “alee Vi Does not meet procedures as 
i pe er ore itw prot os | stated in peer rev) ew a 
wate! Follows guide] ines’ af See Je, Does not meet procedures as | 
i peer rey lew prec cedures x | i stated in peer review. ; 
of ' Nature of curr@nt activit, | Absence of nature of be 
| activity faye 
top ga coal Bechia 4 dus os aot ; Neqligence potent al io 
1 (Unange of tees ten (Lack of obServaTlan as 
; (significant bistiar k | (beha v101 of patiant Cdr x 
i (Reason treatment dt. of (not be interpreted . 
Coceur i: 7 
Stated? te behavior feriys oa Stated in subjective terms 
( Bitialed note : | Not initialed af 
Add with an asterisk svinbol notation to identify counseling point gs. For 
related item use revecwe of page or extra “paper. Use personnel form 
6.1349-2 to verity cepe ted counseling as appropriate 
h - 30 
: “ * 
why ett 
es >) ~ r . aah 
“%/ Peg #oci aa 


pans aes 
We 


Occupational Therapy p 


| PERSONNEL 


- UC/OTO. 


TOTAL "U" ; 
Marke"S" for EEL ETAT ra U". r unsatt® actory 
_BD Basic Data filled out as in "Systems Instructions! SER A ae PCD PERSE AEE SETI 


OTA TS a ae ee a a : 
0 


“EV Evaluation. - mark type (abbreviate) and mark "S"‘or "YU". 


FN Formal note ~ mark "I" for Initial, "P" for Progress’, a" for Discharge 
‘cand mark "S" or "U" 
ON Obs ervation note - mark vgn FOP sab invaahary: or ss for unsatisfactory 


:-. a 


_ Us e avies (ek oan symbol to tie the comment to rating, All unsatisfactory ratings 


smus t be Sonne? upon. Satisfactory. ratings may be qualified meh comments . 
” - B = 3] : : 5 ° 


’ Paer Review Workshop/AOTA | 


Midyear Meeting, Tucson, 1974 a “ ge 
+ ae se = “POTENTIAL MODEL FOR*CASE evil _ a 
: # RECORD AUDIT. 6 “ 
— OCCUPATIONAL Shab sidvices ee 
 Seoting + - _ ae : 2B - 3 a . = - ealns Points ’ 


| EVALUATION 


vis, there evidence that systematic observation was ‘used? 
Have. .apprapriate assessments: ‘been made ‘feelin the possible igo : 
DO Pa, yareas, developmental , behavioral and physical- -biological?.. . 
20 =" “Was interview data recorded? | Was there evidence of a pre= 
i. determined interview format? . 
id Was ‘an dnalysis, made: of the tesults of evaluatién ? 
. - What, was thesqualify, of that ‘Gnalysis? 

Be * rae im 8 as 


als PATIENT NeEDs “* 


af . _a...Was there a summatia 
oe ; based on the data? ig MB a. ott 
b. Were specific needs identified? eo t ee - 
. . ce ed a a : . 4 7 ee : 
iH GOALS. OF TREATMENT. oe . A ee 
te . a. Are goals based on ihe preceeding data? - ‘ a a = 
Ne by Are the gexils addressed to specific Func gains? a ne ee 
—20~—~, —.t, Are they both Sort term and ‘long term? a Se, -s 
ar nde vAre they reativae' in view vf the time/| ges available * to. eee a 
2 ©) for sety ve? vatteoa in el . 
on ‘ . gene Te _ ieee — ws : 
Pica Baw ees ; . = . . ‘ 7 aad : 
IV TREATMENT PLAN PROGRAM a ae “a 
‘Are specific, measurable strategies proposed? eo Aes 
_ be “Are, they addr ssed.in priority ?, . 7 _ t. 
ae “Are they pragtical ip’view of the availéble data? a _ 
. re Pp they | appear appr, ae for the condition/needs ideptified? ot eg 
|. W OUTCOMES 
y - a. Have ¢ 
ae Bs Are & 
wo ee c. Has rhe ee program tn alterad to mech changing heeds? 
’ ? ' Is/there evidence of ongoing evaluation? . ; 
i: Have appropriate recommendations been: made for- ongelne 
estes fe ee serv.ice:?..... pochtenan t | As ha 
4 7 —— | 
aluator +O s Ss : 
- jm BIG : 
: B -32 ” 


ar 


Fig a : * 
‘Oak, Forest -Aagspital . goa 
15900 South - Ciears “Ave., Oak Forest, iMinols 60482" he t 


Giicage (312) 928-4200 ef Cesk POnet: (312) 687. 7200 « me : ; 


we 


a + 


rh é a ; : ; : ~ ; 
American Geeupsciunal Tharépy Aosocdation ~ PER Division me, oy 
6000 Executive Boulevard | ae ee eee a4 
Rockville, Maryland. 20852 | are ee —s. 
i. a, er a a ee at -.° 
4 Res Peer Review Sg a te ee ee ty ; rr ei 


P The Occupational Therapy ‘etaffr at Oak Foraat doewitala ‘has 
tecently. refined ite mathod of Peer Review through ‘chart Dh. qeokl - 

. audit, Although we are still in the pilot, stages, of, this - - a er 

program, we felt that wa. nour ehare what, ny POPne ttn, We so 


>, have with vyou. ; ie az 
ic. . ai Whe ed 
oe Enclosed you will find: one document entitied "charting 2 a3 we 
. These are the rulés and, ‘tagulations: nt ntsthe have set . é, gi at 
“down: for: our ‘staff.’ The sacond ‘form is the "Check Shoat eae ss 
hat the’, supervVigora use in evaluating patiente. MOG 4 ia? Eg 
‘orm: remains hae part af the departmental chart. We sudit © S82 0 | 
active patients. fer, several ‘Resacos, ae Be 2 ree aan vo 


Fhe frat ie that’ ‘being: ptimariiy an extended care and eae = ' 
_ inte adiate | ‘care ‘level facility, our discharge Tate ie. a _ 
blow compared: £0 an ‘acute paesttys . ae ge : 


‘ 


<7 “A sacont reaegp is that re to the extended: length of stay 7 Hye 


“of so: m@hy. of our patients, we. want to: ascertain that ‘thay 
” are gatting quality treatment throughout thair stay. 


_ One of the problems. that we eee our systen having is that it. 
does not have the conidentielity factor that should ideally. 

be a part of Peer Review. However, the general opinion of . 

the staff is.that-it'a extremely helpful to them and we faal 

that during the thres:months this program has bean in: effect, 

e we have seen gairia in the quality of, care that our department 


“haa been giviyg. ‘ 
Please feel: oo eae with any questions or. eee 


; and we will try to keep.you informed of ‘any major changes 4 
~- that we make in our approach, to the ‘very important Function 
- of Peer. hay tom: d : a : 
“ _s oe aN Si ncerely ; aaa eth, 
a 7 ee Liv . 
a é 7 = "Melanie T. Ellexaon, OTR. a ee 7. 
— ee Director — sgh a | 


- ; + Department of ‘Decupat ional Therepy 
—/ Health, ane Hospitals. Governing Compissipn of ue County : 


: COMMISSIONERS? Edwin L. peniiwars, irs Chairman: Charles A. Davis, Svefatary: ia: WwW. Miss ” ; , 
* ‘Burns; John W.8.. Hadie Ellsworth, E. Hist ouch B.: William H. Hollweg: "E. Duke McNeil: oh TE ta. 3 
J, Jacob A. Suker, M.D.; PPhine a. ‘Thorhson, M.D.” ecutive Director: Jamea @. Haughton, M.O. os 


Say - 


Pat ‘lent! 6 departmental, record 4 inélude: . a 
_ ike Name, age, sex, race, “¥eligion te he 
x: 2. ‘ ;Address atid phone (if available). ~ : 
c 3. “Titterested fami ly--name, address, phon" . : 
. 4." . Patient ' s_ birth, date, hoy 
+ 5. Marital status re rane 3 agit rs 
2 6... Children © 6 0 om re rr . 
7. Education cp ite : ae rd , 
‘ 8. Work History “8 a ee F - 
“9.” Avocational Uaterestas2t2 known ee 27 : 
|. 10. + Source, of payment ; we . * 
ee Diagnosig - . . ‘9 


_ Pertinent’ medical history: and condition on, admission, ° . 2 2 
ey _ Previous tea a ne -to current aaaeane or disability.:.- 
: . 


be 2s , 
! : » ou.) 


‘Tatar "Evaluation wil ue Gelte “placed in patient" 8 medical L har os a 


tg ‘with carbons, in: departmerftal. chart) . ; ee 4 
: "by: a) one 3 ¥ _ 
eae +. detatteg, feoulee of" definitive tests aa : ON hae 
ae - 2, »General ctoria}@atatement. ‘of patient’ 8 ‘condition and waddes ie 
: 3. Short-term goals aim of treatmeft ‘and. procedure,. . ae 
. 4, Long~ termegoals--aim of treatment: and -Pro@@iure a a i fa a, 
5. Approximate length, of treatment : hat ” fee Bs 
6. ‘Highest level at which “the therapist believes. patient will be aie to ee 
function. ADs, an = = atu 
rs a : "ya, : a. & 


>. -.. Progress: notes will indlude: (To be vee in. patient! a medical chart with 
' ‘.. earbon in deperenent, ari 


1. Number of tréatment ‘sessions eeverad ‘by: note. ‘with reason for. absence, - 


. dve.,Mr. Jones attended three of*five achediiled treatment seasions since 
va - 11/29/74, Hig absences'were due to el4nic visitee 
2. General mood, coopération, attitudes concenttation span, complaints 
: 3. Appearance of part/parta being treated, i.e., awelling, atrophy. ! 
4, Reaction to pain, indicating severity, longevity, location, frequency, — 


and precipitating factors, “’.. - 

a0 . 5. . What treatment patient has been. ‘receiving and how he has" progressed. 
i: "Indicate ‘level,of' improvement using standard measurements and terms. 
6. Néte ‘any ,change. in treatment goala and/or methods of accomplishing those 


‘ goals. a nt eG ‘ 
. / * 7 > e ys . ed ome : oa = - ee = é ‘ , : 
= ed 248 es eo re 


ges 
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yids: : a he : 4 seas 4 7 : 
A ae ’ 


me: re-evaluation, ° 2 7 


a 


é per! Beck. Any problems, irregilattttes’, or’ recurring negligedre wild /p 
“preported to the Director of. Occupational Therapy and appropriate, achien 


oA as a? a re re ee Forest Hospital 
we a ae ee ee .- Oak Forest, Illinois ° 


“Frequency and Sequence. . 0. - 


Initial evaluation will be: written both in Departmental dha Medical 
Chart . by third treatment: session or a period. of not more than five 
nee 7 initial visit. oP ection gy Gi 
% % \ 
, progress nates will be charted in. both medical chart, and patient! s 
ental. chart: ‘ 
-Rehabilitag&on lpspital’ Unit. 7 ‘Patents Wino are not currently 
being treated | -by* Occupational. Therapy WILL foe briefly re~ ee 
and a weekly summary’ note written., ed oe 
Restoration’ Gym-and Ward Units ~ Patients, on temporary hold, "Wass? i 
.ete., will require weekly progress, notes. stating why treatment, was 


, Wot given. . ; os Be ee ER oe. wee * fe 


¥ 


AL least. once: a:month a re-evaluation: note must ‘Ge weieean:. Te nay > be ° 
combined with the weekly progress note, but will ‘cléarly state that it” ‘Ls 


t : 
a ys Hine . * 


‘an ; ey ; ae eu 
“ALL points sdeeved adaae the. initial evaluation or: ieee Pa ee id note 


"are to be re-checked’ and: the appropriate /changes' made. New goals, ¥ttreat-. 
ment aims and. procedures aidt be stated, - 7 
le . _ . ; AR, ; hse an ee ; t 8 


_gunit, supervisors will run a week audte on: at least two uaere per, ‘team... 


will. be taken. . mg 3 a ae : noes 
¥ s iy és 
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INITIAL NOTE (DATE). ee se ae | ae _ es Se 


Oak Forest: Hospital ; 
Oak Forest, Illinois 


THERAPIST's NAME 


PATLIENT's NAME a POO 2, an | oe HEE c 


, : : 7 + Bs SS sat : “oy *. a 
REFERRAL DATE Se ee | 


TREATMENT INITIATED __ 


WEEKLY NOEs (DATE) __ ee pe ee . er es 


rv 


MONTHLY RE-EVAL DATES eee 


- i | 
‘OCCUPATIONAL THBRAPY CHART CONTENTS: 
| _ : ag % | b 
PATTENT INFORMATION (1-14) © 
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oe . eae 
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. *s : + : ee ti, tage) c care! tee = 


‘ 
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a 4 ot Pr ., 
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WEEKLY prothiss NOTES (III,1-6) .. *- cme. ag Ase 2 ee es 
4 , ; : : ae . : F i 7 ° ‘ : 


r. ; i. ce ; ; ; 
“DR's.,"-ORDER ANR\RESORDER DATE = Me ete ea 


ATTENDANCE RECORD =. 1) i ee ee ar 


TREATMENT ‘PLAN (WITHIN INETIAL NOTE) 4 s 
we fees ok a! — o : a 2 2 = = 


ann i * = : 

fl * =) C * : 
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ee cece this ‘concept, hovever.y dannot: state ‘dny - pea at. , presen 


* 3, utes of’ review: —.. i hp “yet 


we, - MBPHODTST. HOSPITAL 1 oo 
, vie Occupational Therapy Departisent eee 75 ; Ao go bs 
. Madison, | visconsin ees , zoe 
hs) : Ah . 
To: Arlynn. Schenk and: Judy Purtell (Counei 1 on Practice - W.O.T.A.) © = :. ee 
Subject: O.T. Peer Review : a a oer nr ie 
Date: April 4, 1974 | a 


te “8 ey = 5 
re re : — -_ 
a 


1. | How''the program: was “Anittated : 


ke? 


proceeds: a ne 


N, 


V2. What aspects of review are being considered: , 
- Like arachincts y flospital, Ann. Arbor, Michigan, we too are tinting the : 
‘8 written progresy the criteria. for peer review. We have found i 

: the advantages Of* ins this partieular criteria are: : 

i. eo na a) Written progress notes , be evaluated. in a Seneiy obi lective mann Be 
Cos". once specific standard for content have been agreed-upon. =P 
. ‘a ‘b) There is 4 high, correlation between written work’ and therapy per- i! 
formance. There have been, a numbe¥ of: studies: which substantiate: 
a 4 


"1! my own experience with. therapists and stiidentay I have’ ¢ rt 
ed _ ‘found this to be true. | Once the therapist or, student a 
succinctly what her goals: and "rationale of: trqomment. 4 

_. More easily Work toward. ,achieving | ‘them. a = 
4) Often the primary means’.af communication vith, :pliyad aris, aa 

“ staff,.is through the’ ‘pifdents " ‘progress: notes ; ‘B.0' htt =e Ve 

‘appropriate that the high. standards. of practice should be apparent. ' _ 
in ‘the Rabbis saa progress notes s,” id scckcrpaared ‘feel.also, that ace", na 


ew 


sg 5 
ay : 1 if 


. Several sessions were spent in developing standards for 0.T. progresa 
. MTTENas and this was done with total staff participation. Each therapist's 
ideas were equally weighted with all other staff members, Yncluding the 
ae director. Once the standards-were established, and a’ " therapiste felt. that 
they could "live with" them, they were formulated into policy and approved by 7% 
administration. Condensed check. lists for evaluating psychiatric O.T. progress 
notes and physical. disab{/lities- “general: medicine 0.T<-progress notes were 


drawn up into forma for use ‘during the monthly, péer review sessions. 7 Y 


7s Go" Monthly peer’ / review deta ions’ acs ro 
_ J) present, as opposéd to a peer review 
Gee aa ataff, 1-2.effiliates). jOriginally twon, 
no eat ected, “for SYeview,. hawever : 


were to "Ou 
= 8 wet Deseluae to review, one note, of. each ‘theraptat .d 
nel note, while other therapists take turns marking § 
_ forms. however all therapists have input ag to wit 
g. content is satisfac ry:_oF, unsatisfactory. vi, 


i pag ; , , 8s 
4, Copies of forms being used: (see attadnea) 


5. Reactions oft reviewers & réviewees: | ioe 
All therapists feel that peer ieee is beneficial. in that’ notes are 

ts Bubsitted™ on time consistently, and the standards provide a good structure ° 
of coiltent. The psychiatric O.T. feels that the progress notes are longer 

than they: were initially, however the content :is-relevant ond important. 
THe, pressure of one's peers is probably much more effective than aia elas 

re -to maintain high standards in ue area. ‘ 
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: To be written + on wach, new: outpatient after 2 vieita. ¢ 
eg we -# -. 


: Policy Supersedes: 


... © ot . 
- Occupational Therapy _ oe ‘Subject : STANDARDS. FOR or proditiss NOTES © 


Geo 
‘4f see : BEreRe Ite J Date January 1, 197 


a 
¥ 


a: ee 


Mo be entered in medical’ chart of all hospital patients (except. psychiatric 


+ patients) by the end of the second patient treatment. This note may be 
handyritten in the).medical chart on the "0.7. ‘Progress Note" form with a 
cattwh. copy retained. in OT. (In psychiatry, the 0. rT, consultation statement 

and dnitial evaluation are. combine/d, ) -. 


To ‘inelude: 


A. Date referral’ ‘senerved” and trgntment initiated. oF |  S 
*B. Correct’ referring physician (check. in medical chart). z 
.C.’. Diagnosis or’ reason for hospital admingion (see’ medical chart). oo * 
‘D. Patient's age andsex. . sha 

,Reason for referral (in the. general hospital, only). Se es 

"Length and frequency of treatment. ~ - “ies Lee oe ye 

a. General OT goals with the patient. i.e ip 

~H. -A final statement ‘to the, effect: that more epéecific evalugt ye cae ; 


-— apcen? and subsequent notes will ° follow, when appropriate, a! e ; 


pile ares, whenever a pvoprilite gerude:* 


he 
Leet ¢ "Gg 
jag ee Sh : 


To. be written, on each. Anpatsént’ and enteied in the, chat itter 5 patient 
’. treatment: ere fe ae tee! of : 


si 


9 Be Activities of Daily Living (pt) atatus - as’ appropriate. nie 

-. a. Sitting balance — | 
b. Degree of independence in dressing, feeding, hygiene, etc. 
c. Significant information regarding’ ‘Miectations of\ patient 

when he leaves the hospital, etc. ne \ 

& 227 « Oe Honensking or ‘work status, and/or history: as. “appropriate, 


7 “4, Pmot onal status: 
Nahe ae a. General attitude Pree 
b. Attitude toward OT ~- motivation, aoe 
c. Significant aspects of family and nocial history. 


56 Activities used in treatment a ale for their use. : 

- 6, ° Specifie current OT goals & 

"¢ + 7, Projected OT goals - as appropr{ 
- “ B, Precautions - as appropriate “ bg 4 
“sine 9. Estimated length of treatment ti r all outpatients and 


for Anpatients as Bppropriate. tae ae . 


. “Peyehiatric Unit ral nts." i * 
. _ All! information necessary to include on ot ccnncitarion ye 
_ _< stptements for ‘general aah patient (see page a 3 
e  2,. Marital status. 7 
- 3, Social interactions’ ‘with team and therapist. ; a 4 
y oss)  U,. "Relevant findings or behaviors connected with the : ay 
‘. = production of the initial -collage. : 
me 5, Specific behaviorial assessment (1.e., attitude, sted ‘A 
a reality orientation, hypo- or hyper-activity, motivation, 
io interest,. dependence, assertiveness ; i inbcel easlstay 5 lab dL 
. < : self image). . a . > oe 
‘ Gig Current emotional status. - ee: 5 
sa 7° Communication and socialization abilities’ a er a 
-8, - Intellectual or cognitive level. a : . 
: 9, Response to OT tasks and program.” ee are ; es! 


10. Response to therapist, staff, and ‘peers... ae 
11, Previous home and work gituation and,r responsibilities , if.known. 
12, " Interest /spare time activities. © a —_ 
13. Assessment of work behavior - skills. | 
4 Lh, “Self care status or abilities - if ‘appropriate. 
2" 15, Precautions - suicidal observetion, elopement, pertinent 
oc 6 wnedication “ide effects ,. appropriate use of dangerans tools 
ee. oes or equipmen. 
, 16.. Patient's go sA_; a ~~ 
ae ATs. Estimated length of treatment time for all outpatients. me on . 


ee a ee | 


, i _ Sage 
‘Interim Prégresa Notes: se OE lead ; z 
ania eee «al 7 tamer — ‘ ar ; ih “ ¥ v 


I. Inpatient notes are to' be typed and entered in 
_ every seven calehdar days following initial evaluation ‘of patien 
notes for patients ‘attending daily sessions should be 
calendar days, for patients attending 3-b days::a week every 14 cate dar day 
"Saag. 1-2 days a week a minimum -of every twenty-dne calendar dayak, 

- & 2. r , vg : ‘ : 


; mbegorically, interim progress notes should include: 


“nanges in patient program, 
. Changes in OT goals or program. _ oe: : a 
+ Media, equipment, evaluative tools and treatment tedtiniquas used. 
Frequency and lehgth of treatment and changes in’ length or frequency, - 
of treatment sessions. ror a eben 4. e 
E. Periodic statements about patient's attitude and behavior toward tasks, 
therapy, therapist, others. ; ae eee 
F. Periodic statements regarding patient's current emotional and/die = 
functional status. — Se oe a ee ke aS 
G, Changes in ADL atetus ~if appropriate (see initial évaluatioh) - - 
H. Psych opty: patient's approgch ‘and/or response to weekly /group_ 
*  ortented activities as weld ° individual’ OT projecta,’~ 


ae er 


TID, Brief handwritten notes may .be entered ‘in the medi@al“chatt.at anytime 
s+ between weekly interim notes to dice ent! sudden, chaige or -problems which 
need to’ be brought to the doctor 4s and staff's immediate attention, A- 
 bimiler notation should then be made on ‘the patient's OT Kardex card, 
- nee : 4 = i 2 


Final “Summ : oe oe - = al ; . ; — ae a - . 
7 a oe oe oe | tee ‘oe 
T. To be written on any, patient discontinued from or re a a 
vat yea ; a : e 7 . é : : zs ' soar ry we P : oe : i fe 
# be. written: on any patient seen for 3 of more darks inor, ; 
‘To'theluae:* OM ek A gaa "s, ji es we 
gt oes soe _ a a : aoe, 


’ ot ee. ge Ses Car Ll oe Qn 
A, Total, length of tréhtment (with shorter term patients "the length of-4; 


aM treatment time ‘should appear in the last patient notgys) 


. B. ~ Summarized result of treatment (compariaon of pre and post treatmént) . 
i C. “Reasons for discontinuation, ea . a os oe 
: Recommendations for ell functional patiénts and otherg.as appropriate: oa 
é i : : : : a , ee . ‘ . » - , , Ys 


et ive . ; pes : e/ gt 
set patient remain. 2-3 days aftey immary has. been ‘completed,.a brief th d= 


‘ 


written riote in’ OT file dacumendifig ‘subsequent: treatment time {3 adequate, 


: "See SORSEH, Periods Of discharge delay, notes sould continue to be ‘entered iri 
" tire mé@ical chart. | Pee ance aoe a Ne 
cE ; ° oer wanere by 
2 ; a : : ; . . : 2, 4 te ds 
f. ga * Es # " . oo . : tor, = : se a i“ 
Vee a 
; ‘ S 3 ‘ Ne —- * ag 2 
# s vy re Es . 
<3 ‘ a ie ‘ : ; iz 


a eps HOSPITAL EK 
Sigg ee - —— Wisconsin ay: * og es . 


ae : a 35 = - a ea 7 Therapiet a A ee 


Date 


. | ‘ ey Lier : eae d % aa “*. 3 7 a me Pt. ‘Name’ 2 _ : 


i, fT 0, ”, “ Consuitation Statement 
tg ee, ane shieaast Evaluation 


: Date referral received Tand 1 treatment — 


. iegtieted ene 5 5 traggnent nes 


ee ; Siesta or. reason ie Hoepital 


. ‘, Ssiipaton. 
h. and Sareea pf treatment, 
< ; Saectar ication vith team and 
= Dein cata Ig 
tude, affect., reality’ . yo eo a 
eae orienta jon, interest, ,dependénce) : 4. 
. pt Sn oe ONE OR 
ry Fe Current: “emotional status. . 
> : ‘ Pp. ; : . _ 
+ OR  Comiundgstion a and socialization 


| fs ak “gbilities. . 


a3 


C Li Intellectual or Fe cognitive “lever. 


AT Reopense to OT taske| andy prowran. =. ae a 


= hy : 
Adm 
au ;, { : 
* a 
ad = ma . 
7 8 a 
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ee ho “and treatment. techniques used. 
Siege hws a = 


. en — 


toward tasks, therapy’. thefapist , othe 
wre Changes af enot ional or functional atatua | 
Ta Ae “Patient's “approach: aing/or Treaponse. ae 
z "to weekly aroup oriented activities es 
ay well. aa to. individual OT Projects. 
ou 7 


Areare err oe teaviers: onnected |. PS een 
-) with the ERORUEL ESE of the initial . 


collage. * 


i in donueaahe! siabce dice ts 
Scene so 


‘8S. Self-care atatus or abilities - if” ” — oe 
Appropriate. 5 ii - <. © ‘ . 
a ‘ Fos y = ’ ae 7 a = why 
~ T, Precautions <j suicidal “obaervat it a eo 
. elopement,, etc. . - : 
. : a —_ 7 a the . a 2 
TTY anyersm hab call Notes . : one ? 
ata —— a as 
A Entered every. seven calender aye (ror 
A co Ampatienty. : : a a 
ca : : : 
CO Thanges in patient prowran, 


*, 


Gp, Chiate CTiaraes in or “Apel or: Progra, = ball 


“D, Wea? “auiipaent” sraiuative ‘tool, 


* Bw, Frev quency a and: ‘Tength of treatment. ana" 
oe ayy phanges Lm, treatment, sessions. 
ren “pie hey, 
ne 

Fv Chahges: in ‘pat ie ta, attitude” “behavia 


eet yale isch ne 
canter 3 or" ‘more wegks | in om). 


~ Unsatisfactory, 
reason gj. 


- """o.7 Summarized results of treatment. — 
ee . fk ae es ca ee 


‘@ D, Reasons for discontinuation. 
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Nd B. Recommendations , if. 


“destiyats 
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O.T, PEER REVIEW OF PROGRESS ‘NOTES = PHYSICAL DISABLLITIES. GENERAL MEDICINE. 


- 2, * , _ eG se FS Miceantan at ‘a. _ _ _ 


i s . t -_ ¥ . 
as f : = <@ a & 8 NS eer 
- a : - 4 2 a : Pt. Name 
Pt. Number a Lu 
inedeies pe ech eh ae 
ey ;- Satis- Unsatisfactory, 
ee es __\  tctory J reason” 
(I, 0.1, Consultation Statement ; 
i A. Date Yeferral re received and treatuent TO <i ee ge 
initiated (within 2 days) . : : 
ee = - : — iver, aan: cahianimnamieen Sain | aanmeenmeamiment SS Se a ge 

_ B. Correct referring phy sichan ~ ' ‘ z : «? 

— ee ee : = ee eee RS ON — eS _ = ¥e fies 
C. Diagnosis or reason for hospitalization. — ) : ‘ 

: Me anne = = : Z _—— 
Dy Patient's age and mex. | ~~ ; i. : oe 
"EY Wesson 1 for referral. eens anes 7 os 
i F, lent and ‘Frequency of treatment: - - | ne 
: “G. General 0.7, goals for — tent. ” —_ FP a a 


ee 


Se ee ee ee ee, ce 
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1 one Evaluation » 4 


"A, Date entered (after 5 treatment days). | 4| © 
--B, Phygical status-as appropriate, arospb | +‘ ies 
sensory , ROM, muscle tests 4, dynanoneter, 
. endurance , etc. ed | 4 
oe 3 a eee Pee ee oe Se hee 
: “C, ADL - am appropriate, sitting balance, 
level of independence (current and- 
expected) . 
a he : ule rn arom sat has a re a Se as SG 
D, + Homemaking, “vocational | ‘atatus AB : , 
appropriate. 
ee oe Enotional status - = general o attitude, aii eee a 
motivation in O.T., significant social 
hyatory , ate. . 7 
‘ if 
i = 
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OD re ea — * oe canes a a 
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——¥. Activities used and rot fonale, ~~ 
~ te O.T. goals - < current ‘and--proyected : 
‘(as appropriate) 

, * H. Precautions (as— arariue - it 
Kui T, Estimated length of treatment . ‘ 
‘. +- times for all outpatients ani 

{inpatients , as appropriate. 
ae Interim Progress Notes 

+ ke 
i eanee aaa —-& 

a ‘Entered eve every Tdays (for 

ee Anpatiente ) ; 
pha = ee a wi a 

, B. Changes fin goals i 
“. Ce § “Changes “in, frequency or “Tena 

: éf sessions. 
‘ 
_ Di Ghangea in emotional or 


a : 
ee ee ane ee eh ee Se 


‘functional status. 
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IV. Final Summary | - | 
mere TAL Discontinued, or discharged — 
S ‘ (after 3 or more weeks of O.T,) 
a opp es Sa Se os 
“Bp. Aotalength of treatment 
Te ae Summarized results “oF treatment 
. De “Reasons .fer discontinuation 


~~ Unsatiofactory, 


= reason ene 
—- = == fs 
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EE. “‘Racoimendatdons for r Functional 
patients , ‘and. others, 
appropriate. 5 ~ é 


cia nea as po ag eee ANE 
F. Discharge destination * 
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le dice: 


_ Submitted by: a 
Erica. Hanson 
Director , Occupational 


METHODIST HOSPITAL 
Madison, Wisconsin File: 6.7. 6 


ee eee ae 


Policy Supersedes 
Subject: PEER REVIEW 
Effective Date: Mar March 197 


‘The OT devertuent staff vill regularly naetioieate in‘a 
peer review of departmental patient progress notes. 


To tawuire Tull documentation of OT services as outlined: din 
OT progress note standards and to encourage the highest 
level of goal oriented patient treatment possible. 


Beginning February 1, 1974 acwonthiy: random selection of 


two discharged patients per therapist or affiliating student - 
‘from the previous month will be nade for the purposes of 
peer review. All notes for each patient selected vill then 
_be reviewed by the entire staff/and affiliating students - 


according to the progress note/standards criteria, Notes 
will be judged either satisfactory or unsatisfactory for 
each of the criteria. ‘Unsatisfactory decisions should be 
accompanied by the reasona/for that decision, Any | 
therapist or student who does not satisfactorily meet all 
criteria will then be sent to improve ‘her notes prior 
to the next months peer ‘review session. 


yo 


a “. Approved; So - 
: WILLIAM E. JOHNSON, JR. 
. Administrator 
Therapy z 


\ 


1 


‘| F ; 7 _t # a 
| as e : - 4 February 75 
American Occupational Therapy Associ ation ' 
PER Division : : : 
- 6000 Executive Blvd, ; . & 4 
| Rockville; Md. 20852 , 
‘ | i : 7 
| Inclosed are copies of the standards and guidelines for’ peer review at 


‘Walter Reed Army Medical Center. The standards apply only to the OT 
clinical record and.outlines the information that should be documented 
in the records. We are in the process of devel oping standards for the | 
quality of information reflected in the records and the care provided to 
the patient. We use the occupational behavior frame of reference. for oT’ 
treatment and the problem oriented approach to planning and reporting 
treatment programs. : 


* y = 


If additional informa tion is needed Pleasé contact - . 
ELOISE B STRAND’ 
OSC Box 596 
Walter Reed Army Medical Center 
Washington, DF. C. 20012 
; ae _ _ Department of the Army 
: Occupational Therapy Section ‘ 
‘Physical Medicine Service 
Walter Reed Army Medical Center 
: _ Washington, DC 20012» 
_ ; rl : , ‘ : 
/ | 
B - 48 es 
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"| * STANDARDS FOR: PEER REVIEW | 
OCCUPATIONAL THERAPY SECTION 


= “ue 


7 \ ‘* ue . = 4 ° © 
1. Initial Magee: will include: * . 
A. Client ID Data a 7 3 : 


Be*Medical Data 


Cy] Paycho- Social Data ” _ aN 
16. Educa ti ofa. background 


24 ‘Vocational History and Work Plans 

; 3, Leisure Activities and Play Skills : 

y le Future Goals 4 ; 

fo Functional Self-Care _ : eS 

E. Atti tude Toward TLiness, Hospitalization, 
Rehabilitation, Discharge. 


a 
fa 


F, Family Data | ag Oe 
eo 
Screening/Observat ion ae 


TT. ‘eaten Program Reports 
- Ae “Problem List ° ae 


Lan 


Ba Short/Long Term Goals 
Cy Pragram Methods 


D, Estimated Length of OT Services 
BE. Response to Initial Consult or Initial Contact -- 
5 working i 


F, Results and Revisions 
1, Notes in OT chart, once per week 


2, Progress notes, ward chart, once a month 
or -as appropriate, . 


a 


Discontinyation and Discharge Summary - 
Compl eted within twq working days ° 


Walter Reed Army Medical Center , “) x > 3 . : 
Occupational Theray Clinic : x , therapist. _ 
January 197k 
| Patient _ 
\ te * 
- - Chairpersons Initials 
% B - 49 cia | 
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Peer Review Committee ‘ Z 
-  CUIDELINES ro 


1; Each clinics records will bo reviewed orice each month, with two records 
per therapist reviewed ¢ach month. 


Ze ‘ comni tiee will keeep a a continuous. record; ‘by name of therapist and patient ; 
= of all records reviewed and deficient peers found (aE any) « 


3. heport ‘of findsings will ibe given to therapists concerned. 


lig. 411 deficient records will ba ee at the next committee meeting. 
cee if patient has _been discharged ) ad 


“ * ail 


5S. hivepbecs who have three deficient charts (including. repetitions) in a 
row will be contacted by the conmittee member from’ that clinic to point- 
out problem areas. 4 a 


6. ‘therapists who have five deficient charts will have their supervisor adylsed 
of same « 


r ee 4 ye 


; te ‘ Review committee will also ‘pull two discharged records each’ time to review 
us the- complete record, to include discharge SuMMAry « 


. 


‘* 8, ‘The member who is on the committee for. the third month will ” Committee 


e-* “Chairperson adn résponsible for all committee: functions. 
* ROTATING SCHEDULE ys ve 7 7 eo ; 
a ids - , . " Date - . Term Begins 
op? Sinniost : Me . AS jancaryp ; MAJ Baker 
| OPT Livingston — 15 February " . §5G Nurse 
_ Ms Hiranaka * i “15 March LTC Airand 
” MAd Baker — ae . ts April oe SSG Tortorete 
$50 warse | | 11S May , 1LT Swan 
ure Gesadd . ; F 1S June . Spl Harvey ° 
‘Alternates. , : 
pu Roman 


» 
- 


26 Soli Dudnick 


y.: ‘ ae ‘ : : ue 


tle, Walter Reed Army Medical Center 
Occupational Therapy, hia i 
January 1 eoeay : . ) i) A 


‘lV. Chairman's Responsibilities : 
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Objective 


__._ DIVISION OF OCCUPATIONAL THERAPY . - 
DEPARTMENT OF PHYSICAL MEDICINE AND REFIABILITATION , 
UNIVERSITY HOSPITAL, ANN ARBOR, MICHIGAN 


ae 


é 


PEER REVIEW, - 


4 


o | & 


a) 


A peer review committee will be established to review written ndtes in order to 


assess-the effectiveness of 0.T. services, to- assist the professional\ development, of 


staff, and to improve the quality of patient care and wrj.tten work. 
1. Peer Review Committee - ee 
-The peer review committee will consist of a chairman and 4 com 
~The chairman will be elected by. the staff (OTR, -OTA) and will 
than one term. . a , ge 
~The committee will consist of one supervising therapist, two staff and one 


ittee members. 
ot serve more © 


_assistant. The committee will be randomly drawn from a list o people in the ...- 


» three’ job classifications, No committee member will serve more| than one term. 
» A limited number of observers may request to sit in on reviews. 
a a% or ; : << 
11. Term. of Reviewers and Chairman oo oS . 
-A new peer review committee will be chosen every 6 months. - : 8 
-Previous chairman will attend the first meeting of incoming committee members 
to answer questions and give the group directions. : 


Me ag 


111. Procedures 


-The peer review committee will meet 12 times per year on a monthly basis. 

-The names of the registered therapists will be placed ‘in‘ alphabetical order 
and divided in half to form two groups. These two groups of names will be 
alternated each month to insure the opportunity for each registered therapist | 
to have 6 discharged patient occupatignal therapy records reviewed per year. 

‘Section of the 0.1. records to be reviewed will be on a random basis. :(See 

chairman's responsibilities for method.) : . 

‘-It will ke each registered therapist’ responsibility to insure that the notes 
of the students and assistants whom she supervises are in accord with the 
policies and procedures of the Occupational Therapy Department. 


4 


-Chairman will submit to the secretary the list of therapists to be reviewed 
4 days prior to the review meeting. Accompanied with this list will bea 
random number after'each name; for example, Doe #4. For each therapjstiwho is 
to be reviewed, the Secretary will use the random number to pick the contese® 
ponding number on the therapist's list of patients who were discharged the 
prior month, : : = 
-Chairman will also request that the secretary..call the medical records 
pull the 0.T. files of the randomly selected patients. : 
- «Chairman will lead the review meeting. Chairman will’ appoint a commit tee 
member to record reviews and to submit .to the Chief of the Occupational! Therapy 
Department a report of who was present at the review meeting and how mahy re- 


and © 


ports were reviewed and which therapists’ reports. 
-Upon completion. of the peer review meeting the chairman will request that 

the completed peer review formbe initialed by all reviewers and be phato- 
copied by the secretary. The chairman will give the original copy of the 

peer review form to the therapists reviewed and place the copy in the peer 
review statistical notebook. : 

“ -Chairman will insure that medical records-and 0.1. files are returned /to their 

appropriate place. , 


1/72: 
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DLVISION OF OCCUPATTONAL THERAPY: odes “= THERAPIST'S NAME, ° 
- DEPARTMENT OF PHYS ICAL MEDICINE: AND REHABIL PTATLON . a a 
UNIVERSITY ‘HOSPITAL, |ANN ARBOR, MICHIGAN . ‘DATE _ 


_ PATIENT'S NAME 


REGISTRATION NUMBER 


STANDARDS REVIEWED FOR_ aark * WRITING : ps ot aaisls ee 
. a - —_ ~ SATISFACTORY lUNSATISFACTORY _ COMMENTS: 
MUST INCLUDE | |. | 
cf COMMENTS | eee 
1.‘ Referrals: : . bom 3 
‘a. ‘received from a physician (special -f 
registration patients excluded) = ik ee ee ree ie __ 
b. answered within 48 hours for staff - | eae ee ees |. 7 
Cc. answered within 72 hours for. affiliates. te Sis ett : | _ 
da. initial interview was performed and : 
recorded within 48 hours for staff - “oe le <8 . 
or 72 hours for affiliates , |. E 
2. Reports : i |. 


a. submitted 7 calendar days "Bear initial 
evaluation and every-7 days following. j 
unless patient temporar discontinued” 


b. indicated changes in_ program 
c. included equipment, evaluation tools, 


treatment techniques used 
d.  dneluded frequency and length of treatment 
e. included statements about patient’ s 
attitude _ : 7 
beg | 
3.7 Written ‘Work Indicated One or More of the 
i Following: ‘ 
a. interaction with: family 7 . | 
b. home visit was made _ er : 
, c+ dnteraction with community ; ee : 
d. interaction with other staff a 7 
e. follow up-contact a =a ! 
£. written hone program _ ae Tae j ; 
g. ‘no ‘further contact fies 7 vs 
4, Discharge or Discontinuation Report: 
- a. submitted 7 calendar days after date 
of dis eharee or discontinuation from 
program a 7 — ieee 
b. included , poral length. of treatment. oa 
Ce summa rized result of treatinent 
___ {comparison of pre and post treatment) _ i eee z : 
d. reasons. for discontinuation _ es ee ee cae _ * 
e. recommenda tions~ Fe ie 7 _ _ 
; es F i 
4 | 8-52 | 
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SELECTED REFERENCES ON PEER REVIEW, os 
Ps & am | | . : Ld ? | | + 
The following arti¢les can be found in the American Journal fee ational Thera 


“yf 


Acum, Carolyn: "& Manayement Tool: The Departmental Audit", No, 6: 29, 1972." 
Carr, Sat "Paer Review", Vol. 25(No,. 1).p.16, 1971, - 
Cromwell, Florence: "Professional Salt-Evaluation Tool", Vol. 27 (No. 5), 5A, 1973, 


Hanimieke: Paus: "A Method of Quality Control in Occupational Thorapy" , Vol. 28 
(No. 3), ii 154, 1974, t ‘ff. 5 


Landers, Maxine Set “An Saeed with Peer Review and Record Review", April 
1975, - | ’ . 

Lewis, C, E,: "The Quandry of Quality: Incompetence Among the Excellent", Vol... 27, 
(No. 2), 8G, 1973, 


e 


Potts, Louise Ray, "The ee Onna Record", we. 6:388,, iy Zs / 
a | ee | 
ved ~The following articles can be found in other: journals: 


"American College of Surgeons Statement on Psy Review! j ‘Bulletin of the American; 
‘Selle e of sungeons » Vol. 57, No. 4, p. 13, pen 1972. 


, Gold, Harold, etal: "Peer Review - A Working Sou Nursing Outlook, 
p #635, eet 1973, ; ‘ ° a. je 


Payton, QO, D., et al: "Quality of Patient Cars and a Peer Review System: A 
_ Model", Physical Therapy, Vol. 15, No. 3, pp. 296- -299 , March 1971, 


Peterson, P.: "Teaching Peer Review" 1 Joumal of the American Medical Association, * 
Vol. 224, No. 6, pp» 884-885, May 7, 1973. Tetts ; 


‘ 


Selected References on Peer Review _ 


— Other publications include: : 


. 


* American Hospital ‘Association : Quality Assurance! Prot ram Tor Medical Care i in ike 


Hospital, 1973. This document comes ouf of this AHA's effort to improve quality 
‘of care review.in hospitals so that PSRO requirements (when clarified) will be 
‘mets In the Foreward, the editors state that ie book is compatible with the «4. 
1971 accreditation standards of the Joint Commission on Accreditation of ‘ 
“Haspitals. Medical audit and utilization review are thoroughly explained, as | 
part of the step-by-step process to assurance of quality of medical care, 

_ (Avai lable from the American Hospital Association,. 840 North Lake 4 Shore ores 
Chicago, |L 60611, publication No. 2650, nae 00. ). ; 


i 


Betts, H. B. ; Hamilton, B. B. and Olson, D. A.: "Standards, Peer Review and. 
Quality Control - What ?", Physical Therapy Directors' Conference, Proceedin, JS. 
ofa Seminar, November 12, 1973, (Available from Rehabilitation Institute of 
Chicago, 345 East Superior Street, Chicago, penal 60611 @ $3, 25.) 


Brook, Ra H.: Quality of Care Assessment: A Comparlaon of Five Methods of Peer 
Review, July 1973, DHEW Publication No; HRA-74-3100, Free, Brook shows 


how different methods of peer review produce differing assessments of quality of 
_ care and discusses the problems of relating peer review to outcome criteria, 

Contains an extensive bibliography and thorough description of the literature. 

Many of Donabedian's (a respected contributor in this field) works are listed in 

Brook's references. A summary of Brook's study has beengpublished under the 

title, "Quality of Care Assessment; Choosing a Method of Peer Review,’ New’ 

England Journal of Medicine, June 21, 1973. (Available from the Office of 

‘Scientific &iJechnical Information, Parklawn Building, Room 15-75, 

5400 Fishers Lane, Rockville, ao 20852.) 

ra. 


ay NE 


‘iecier, B, and Bonner, Pa: Criteria. in Peer havilws 1974. (Materials were 
developed by Arthur D’. Little, Inc., Cambridge, Massachusetts, under a contract 
from the Bureau of Pegi Services Research, us 110-73- aes ) 


Donabedian, A.: A Guide to:Medical Care dpairiteprestieons Volume Il Medical Care 

"Appraisal, the American Public Health Association, 1969, (Available from The 

‘American Public Health Association, 1740 Broadway, New York, ne 10019 for 
vn 0 plus 50¢ postage and handling. ) sy 


Guide fae the Saiian Care Audit Assistant in a Quality Assurance pieceri, HePital 
Research and Educational Trust, Chicago, 1975. (Available from Center for * 
Educational {nnovation, Hospital Research and Educational Trust, 840 North 
Lake Shore Drive, Chicago, Illinois 606] L) 


‘ . 


CN 


ols # 
? / : ‘oe 
e° Pat 4% , . ‘ 
. Selected References on Peer Review + - 2s ae " , 
a o , 7 : a . . A / ft. os ? 
oo Guidelines for Developing a System of External Peer Review, Arnerican Physi cal ="Y 


Therapy Association, Washington; DC. Information ‘and guidielin es' For platining ;' 
developing, implementing and evaluating a system of peer review. Avai lable > 

_ from the American Physical Therapy Association, 1156 U5th Street, NUWo, ee 
Washington, DC. 20005.) a) - oe 


Jacobs, C. M, and Jacobs, N, 0,: The PEP Primer: The CAH Performance 
Evaluation’ Procedure for Auditing and Improving Patient Care, Chicage, Joint 
Commission on Accreditation ‘oF Hospitals, (1974, ‘(The JCAH has prepared this 
manual to assist health tare practitioners in patien care evaluation or cham 
audit. Write: JCAti, 875 North Michigan Avenue, Chiéago, Bllinois 40611.)° 


Little, A, D.: EMCRO Programs, DHEW Publication No, (HSM) 73-3017, March 1973), 
(Describes eight different Experimental Medical Care Review Organi zation (EMERO) 
programs’, The EMCRO in Albemarle County (Virginia) has been given high ratings, 9 

~ Available from the Office of Scientific & Technical Information, Parkfawn Building, . °° « 
Room 15-75, 5600 Fishers Lane, Rockville, Maryland 20852.) > 7 - 


Owsley, G. A.:' "Peer Review ~-Glossary of Term: Revisions”, Report A of the 
_ Council on Medical Service, American Medical Association, Chicago. (Avdi lable 
from AMA, 535 North Dearbom Street, Chicago, Illinois 60610, ) 


| - . Oy, 
Patient Care Appraisal (booklet), (Focuses on patterns of overall staff practice rother 
than the performance’ of individual members, Available from Washington /Alas ka a 
‘Regional Medical Program, 530 University District Building, Sedttle, Washington 98105.) 
"Peer Review", Suggested Guidelines of the American Nursing Home Assoc ia tion . \ 
(A pamphlet with suggestions for establishing a mechanism for peer review in a. 
nursing home. Available’from American Nursing Honie Association, 1200 15th Street, 
N.W.,.Washington, DC 20005.) i oo 
2 \ i : 7 1 ; : - zi : =. 
Peer Review - A Selection of Papers, American Medical Association, Chicego, 
(Available from the AMA, 535 North Dearborn Street, Chicago, fllinois 406 10.) 


Peer Review Manual: Volumes | and Il, Amerigan Medical Association, Chicago, 
.* January 1972, (Volume | contains a step-by-step process for implementing 
peer review, Volume. Il contains examples of standards or criteria for evaluation 
of medical care, Distributed by the AMA, Division of Medical Practice, 
Department of Insurante & Practice Management, 535 North Dearboz Sur eel, 
# Chicago, Illinois 60610.) “ _ - 


February 1973, DHEV* Publication No. HMS 73-7021. (Available on loan 


through regional medical libraries, medical schools dnd university libraries only.) 


Quality Assurance of Medical Care, Regional Medica | Programs (Monograph), 


' 


S slected’ References on Peer Review 


, ys 
Rumsly, J. Me: “Utilization Review i 
(Available from the American Mecical Association, 5335 North Dearbom Street , 


Chicago, Illinois 60610,) 


eport Gl A-69), Counci lon Miedi cal Service. 


Zitlin, Lawrence R, and Katz, Mayron L.: Personnel Per forrman ce Rev jew , How to 
Set Up and Run a Profitable System, Organizatiqna! behav ior # nstitute, New York, 
(Availa 


ble From Organizctional Behavior Institute, d6& FiFth &.verwe , \ ew York , 


“NY 10019.) 4 
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Stroke Patients c : oS 4 


Ch. TREATMENT PUANNT AG ANU LMPLEMEHL ATION § TON ST ANUARUS a : 
f ‘eee om : a er | 7 FRiy rif sa) wi J 
A. A fred tent phan way fyrily He and docutieited tur the BS a 
4 buse of attaining and maintaining the client's optima) leve| , oe 
of Function In activities of tuily living. | | 
Ihe documented treatunit plan clearly end spectPivall, | | 


expected Overal] results of treatment. I} 
f stated methods selected to achieve thé yuals Q 
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B. The treatment plan goals and methods were Cons ty tent with 
tre evaluation findings and the goals of the patient and 
significant others, ’ 


F 
t- 


\ 
I. stated short= and Tong-term goals whi ch reflect the 


L, Mhen devreased ability to perturm acthyities of dal, 
living was a problem, the 0.7, treatment plan included 


a} (od) of Increasing ability to perform aclivi ties af | | . 
daily living, - | ! ad rf 
Metliads wed Gv Witigdae abl ty a tuded aay cn aed aa [ 
the following: yO or ‘ 
*~ trea lltis spol ING perl dtedi  csenfemeirls (ae nagar a : } ! 
x. with fun Clon \ | 
eg repel trye facile vl allvlates of dally di in| 7 . 
j Ledchitly On®-Aanded methads for perf orale, al | 
act} vl sles of dai ly living | S, Tete he 
A Providing and training in the wee ul avalStive ders. 4 ry 
9 developing pre vocational ur avecattunal inter sts | | b, | 
bo lving récumiendations tu eliminate and/yr Adapt ascha ; | 
teCtural or environmental oarriers fo pertormance in, | : : 
discharge setting gy. : 7 ee ee 
| ! 
: | 


(yeni eg oak 
ified Patients 


Li THEAIMEIGT PLAMN a AID EMPLEMENTAT Whe 3 TARUARLS (cunt 4) 


When tiysule weakness and/or we enduralive waa d prul hen 
where patlent fads isolated muscle control, the GT treat: 
fieit plan included a yoal of strenythentny 


Metnods tmcluded any or all of the fullowing: 
i (raded dullvity progr ail 
aso lg ve tu achive tO resistive caerelye program 


é. 
J. activities of daily Tiving training program 

‘ 1 
when tirited passive Joint ranye of motion was a problem, 
the 0.7 treatment plan included a yoal of preventing lus 
of and/or increasing passivé range of motion. 


Me Uiads tay luded any ul a | uf the fulludig. 


1 tabling self range of wut ivn 
2 using exercise devices (pulle,,, skulebwwa 0 4 
}  asing positioning devices (Splints, slings, iT] 
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“ny confusion, and/or improving orientation and judgment, 
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When impaired head or trunk control was a problem, the 0.T. 
treatment plan included goals of improving head or trunk 
control and preventing injury. ‘ 


Methods we uded. any, or all of the following: 


‘ 


1, Ate use of strengthening activities when weakness was © 

. identified as the cause 

2, the use of exercises/activities to enhance posutral and 

. - quilibrium reactions and to increase awareness of bodv 

* in space 
the intermittent use of equipment to challenge canttal 
provision of apport equipment as needed 

5. teaching the patient and/or eo others safety 

precautions | a 


Sw 


When neglect’ of the involved side was a problem, the 0.7. 
treatment plan included goals of ‘increasing awareness of the 
involved side of the body and preventing injury. 


Ne thods included any or all of the marion: 


|. sensory stimulation 
2. cognitive input 
3, bilateral activities, especial ly those requiring 
’ ‘crossing into neglected spaces 
4, positioning of body parts where they can be more easily 
seen and less easily fr 
5, instructing significant others in the nature of the . 
problem and safety precautions, necessary 


ny 
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Sar nd wrether’ 
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o } 3] 0] If the standard, was Bel aa 
[L, TREATHENT PLAN WING ND APLERENTATLON STANDARDS (Cont'd) 1 | not nets what 2s 7 iyo 
| |v} i) the justification’ | 
N. hen depress ion and/or | tw selfeesteen was a problem, the ial Aa Rene 
0,7, treatment plan included goals of improving selfs 


esteem and alleviating eee 
“Hethods included any or all of the fal loving 


\ encouraging and provi ding ‘portunity for the ciyastie 
of feelings 

2. involving the patiént in success experiences 

3, helping patient recognize -his/her attributes 

4, yeferral for medical or psychological management 


(. When pain Was a problen, the therapist notified the physician, 
The 0,7, treatment plan included goal of decreasing a if 
ANY OE ANE TOON re aE 


faye : Minimal Treatment 
1, increased muscle tone:......techniques to decrease tone 
2. unsupported joint,..........provide support 
3, Joint tightness... ssyeee ange of motion — 
4. O42. sss sssecesvecssveesaPaSi tioning, active exercise 


and/or providing support 


P, uhen ability to conmunicate basic needs was a problem, the 
0.1. explored alternate methods of conun cation, . 
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0. hen odeni of the hand was a problen, the 0.1. treatment plan 
included a goal of decreasing eden 


-Mathods used included any or all of the following: 
1 elevation of the hand 


2, application of pressure Wap 
a referral for medical nanan 


oR. When rh field deficit was a problen, the 0, i treatment 
7 plan Deena of compensation for visual fel deficit. | 


i 


Methods used: included any or al] if the following: 


ly teaching patient to scan he 
2. increasing cagnitive awareness of the problen a 
3, using actiyities that require wurking.in the impaired <* | ° 
visual fieXd | 

4, “instructing significant others on management of the problem 
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| b Indicate with a 
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| $, When apraxia was a problen that limited the ability to use or ® | the justification t [oe 
manipulate ‘objects appropriately for function, the 0.1. treat- ——————— aaa | 
ment plan included a goal of improving function, — = 
~Hothods used. included any or alk'of the folowing; = Ef 
a ; . ; ; : a _ f. “a? 
‘A, activity nrograns graded by cognitive requirenents | 
2.. repetitive practice of sinilar motor acts-using different | 
objects. | | : 
4. graded, repetitive, manual guidance for handling and use ee 
of familiar objects | oo 
. 4, increasing the conplexity of functional performance as 
sinpler tasks are mastered | 
6, sensory-integrative techniques 
_ el ) +t 
| CUL,  PROBRESS. REPORT. STAOARDS - 
Ok, The type and amount of treatment patient tas received was 
Clearly and specifically stated at appropriate time intervals, |. | 
8 the patient's progress/ lack of progress was clearly and 
Specifically stated at’ appropriate, tine intervals.: 
, | C, The progress reports states the changes that were made in goals —_ ; 
and methods as the patient's abilities changed, 
4 
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IV. DISCHARGE PLANING STANDARDS 


“AL Prion to discharge, the 0.7, developed and documented @ plan to 
assure maintenance or ‘eprovenent of functaonal status of 
patient, 


LaS4 Puepurys — 


ee ee , 
dis Hage and included any or all of the following: 


. LS home program 
2, dut=patient treatment 
ef feral to prmtt oetelTt amt (4. 
speech pathologist, P.T.s, other 0.T.s) 
4 referral to comunity agencies (e.g, vocation reat 
tation services, rehabilitation a senior citizens’ 
groups, religious organizations, social clubs) 
5. periodic reevaluation as outpatient — 


Wd sisi OF rennet STANDARDS 


_ A. O.T. program was dtcont ind when the patient no Jonger 
benefited from treatment. 


bth therapist documented: 
}, the patient's functional level 


~t. the goals attained or reasons not attained 
3, the reason for discontinuation 
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~ APPENDIX 1X 


~ Standards of Job pe ronadnes in the Five Sseciality Areas: 
Mental Health ! | 
. Developmental Disabilities 
. Physical Disabilities : . 
te Stroke 


: Arthritis 
hi -AQTA Statement on "Occupational Therapy.Referral " (1969) - 


. 3, Glossary of Ternis a 


Prepared under the auspices of the AOTA Continuing Competency Project . 
Contract No, NOI-AH=44116, 


January 1976 
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B. Evaluation Standards? 


) 
2 @ 
- 3) 

4) 


o.. 
ERIC 


a, 


Standards of Practice for Occupational Therapy Services 


In a Mental Health Program! 


2 


I, Ifa referral is received, the therapist shall: 
a. document the date of receipt and referral source * 
b. document the occypational therapy services requested in the referral 
Ne ; : : f 5 : * ; 
|, The therapist shall evaluate and document the client's goals, functional 
abilities and deficits in occupationa! performance (activities of daily. 
living): 


a. self-care skills 
b. work skills 
c. play/leisure skills : = 7 


t 1 


2. The therapist shall evaluate and document the client's goals, functional 


_ abilities and deficits in the following performance component areas: 


a. psychological/intrapersonal skills. \ - 

b. social/interpersonal skills - ee 

c. cognitive skills , , a : 
& 


3. If the results of the occupational performance evaluation indicate possible 
deficits in the client's motor and/or sensory~integrative skills, the thera- 
pist should evaluate these areas and document any functional deficits; or. . 
should refer the client to another practitioner for evaluation, , 


These standards-have been developed by dccupational therapists working under 


the auspices of the AOTA Continuing Certification Program and the AOTA-HEW 
Continuing Competency Contract No. NOI-AH-44II6, These standards are 
available for use in a self-assessment or peer review program; however, they 
are not official AOTA standards until approved by the AOTA Delegate 
Assembly. Any questions regarding their use should be directed to the 
AOTA Director of Certification. . . 

Refer to the attached AOTA "Statement on Occupational Therapy Referral," 


‘for guidelines regarding referral ‘for occupational therapy service. 
» Refer to'fhe attached glossary for definitions of terms, . 
The standards are not PSRO screening criteria, AOTA model screening criteria 


are available for $2.00 from AOTA, Practice Division. 
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4. If any of the above evaluation spits: indicate the: client! s wand for 


referral to community services or programs, the. therapist should 


-- determine the availability of such community resources; or should 


refer the evaluation to another practitioner, rar 


Program. Plan teeare ‘ _ : ; : 


we 


ae “The fieteoleh shal! prepare aaa document a program plan based upon 


‘an analysis of: 


a. the occupational’ asisey evaluation data Lh ot a 
b. the client's expected prognosis © 


2. The documented program plan shall consist of a statement of achievable 


program goals and the methods fo achieve’ the goals, 


. The program plan goals and neihadke shall be consistent with the 
ae data on the client's goals. functional abilities and 
” deficits, community resources, and expected prognosis. . 


4; The program plan goals and methods shall be compatible with the - 


program plans of the other health care practifioners. 


Program Implementation Standards ee 


1! The therapist shall implement the ‘occupational therapy program | 


according to the program plan. 


‘ 
r : 


of e “the therapist iil periodically decomend the occupational heropy 


services provided and the frequency of the somvicen: . 
The ieaee shall periodically re-evaluate and document: the changes 
in theeclient's occupational performance and pacfonmenee component 


skills. 


4. The therapist shall formulate, décument aad implement program changes 


consistent with changes in tha client's occupational performance and 
performance component skills. : 


Discha rge Sta ndards 


The therapist shal! prepare and document the occupational therapy © 
discharge plan. ; 


2. The fiche Ge ‘stan shatl be consistent with: the client! 5 goals, fune= 
~ tional abilities and deficits, community resources ,, and expected prognosis. 
: 3.. The distha rge dlc shall be consistent with the discharge Plans, of | 
the other health care practitioners, = 


4) Sufficient t time should be allowed foc eordinatlen: acceptance and |, 
‘| effective implementation: *of the discharge” plan. 


(5, The therapist shall document the elient’ s functional abilities and 
/ deficits in occupational perforrnone and performance component — 
skills at time of eres ; 


6. The therapist shall feculadie occupational tharspye services when 
- the client has athieved the goals; or when the client has ‘achieved 
maximum benefit from occupational therapy. 


.F, Fellow Sierioads i — 3 | : ° a 
Oe re ee . _ 


For clients with chronit condition: 
|. The therapist shall re-evaluate the client atan appropriate time | 
interval following discharge. 


iy” 


2. The re-evaluation Fesults sho be documented, 


ah ; . 


3. If the. client needs, further service, the therapist shall refer the 


client to the services nee dads oe, 
q : ae 


n 
2 
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Standards of Practice for Occupational Therapy Services 


for the Developmentally Disabled Client 


Continuing Competency Contract No. NO1-AH-44116, These standards are avail- 


A. Referral Standards eh 
|. A client should be referred to the occupational therapist for evaluation 
when the client has or appears to have a dysfunction in any of the 
following areas: 
a) occupational performance (activities of daily living): 
1) self-care activities * 
2) home-work=school activities 
3) play/leisure activities 
b) performance components: 
1) neuromuscular development 
2) sensory-integrative development 
3) psychological development 
4) social development 
5) cognitive development 
2. Ifateferral is received, the therapist shall document. 
a) the date of receipt and referral source 
b) services requested in the referral 
_!) These standards have been developed by occupational therapists working under 
the auspices of the AOTA Continuing Certification Program and the AOTA-HEW 
able for use in a self-assessment or peer review program; however, they are 
not official AOTA standards until! approved by the AOTA Delegate Assembly, 
Any questions regarding their use should be directed to the AOTA Director of 
Certification. 
2) Refer to the attached AOTA "Statement on Occupational Therapy Referral, 
for guidelines regarding referral for occupational therapy service. 
3) Refer to the attached glossary for definitions of terms, 
4) 


The standards are not PSRO screening criteria. AOTA mode! screening criteria 
are available for $2, 00 from AOTA, Practice Division, 


(January 1976 Edition) 
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B. Evaluation Standards 


1, The occupational therapy evaluation shall include an assessment of the 
developmental level, as well as the functional abilities and deficits in 
the following areas: j 


a) occupational performance (activities of daily living): 
1) self-care skills j ; 
2) home-work-school skills — * 


3) play/leisure skills 
b) motor skilis 
c) sensory-integrative skills 


2, If the results of the above evaluation indicate possible deficits in psychological/ 
social and/or cognitive skills, the therapist should evaluate these areas and 
document any functional deficits; or should refer the client to the appropriate 
service/individual. 


3. If any of the above evaluation results indicate the client's need for 
referral to community services or programs, the therapist should determine 
the availability of such community resources; or should refer the evaluation 
to the appropriate service/individual. 


4. All evaluation methods shull be uppropriate to the chronological uge und 
functional level of the client. The methods may include, but need not 
be limited to, observation of activity performance, interview, record 
review and testing. 


5. If standardized evaluative tests are used, the fests should bhuve normative 
duta for the age range of the client. If normative duta ave not available 
for the age range of the client, the standardized test results should be 
expressed in relation to the normative data that are available, 


6. Ihe therapis: abaull document the evuluution results in the client's tacurd, 


C. Program Plan Standards 


|. The therapist shall prepare and document a program plan bused upon an 


analysis‘ of: 


a) the occupational therapy evaluation data 
b) the client's expected prognosis 


2. The documented program plan shall consist of a statement of achievable 


mo" 


program goals and the methods to achieve the goals. 
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The program plan goals and methods shall be consistent with: 


a) established principles of normal growth and development 
b) the evaluative results and expected prognosis 

c) the goals of the client's family and significant others 

d) the program plans of the other health care practitioners 


a) self-care activities; may also include instruction in the use of 
adapted methods and/or equipment 

b) home-work-school activities: may also include instruction in the use 
of adapted methods and/or equipment | 

c) play/leisure activities; may also include instruction of family in play 
activities appropriate for child's developmental level; instruction in 
in the use of adapted methods qnd/or equipment 

When the goal is to prevent or diminish neuromuscular dysfunction or 

enhance neuromuscular development, the program plan shall include (but 

need not be limited to) the use of one or more of the following types of 

activities: 


a) activities which maintain ou Inereasé range of motjon und/ur muscle 
strength \ 

b) activities which tucthture lndegiutloa of developmentull, Vppiapelole 
reflex behavior 

¥) activities which provide sores, athiwlation 

d) activities which promote the development of nonmul wo. ement 
patterns and motor control 

e) activities which maintain o. increase COG: dInul ton 

f) instruction in use of proper positioning techniques 

g) provision of and instruction in the use of adaptive equipment und “or 


orthotic devices 


. When the goul ta to prevent oF timinish senauly-iNiegiutl.« dystunctton 


or to enhance sensory -integiative development, the program plan shall 
include (but need not be limited to) the appropriate use of one or more 


of the following techniques: 


a) sensory stimulation techniques for visual, auditory, gustatory, 
olfactory, tactile, proprioceptive, kinesthetic, and ‘or vestibular 
stimulation 

b) facilitation techniques 

¢) inhibition techniques 


iam 
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When the goal is to prevent or diminish psychological dysfunction or 
to enhance psychological development, the program plan shall include 
(but need not be limited to) the use of activities which assist the client 
in learning to: 


a) experience and cope with competition, frustration, success, failure; 
and/or 

b) express feelings; and/or 

c) develop self esteem; self identity; 


. When the goal is to prevent or diminish social dys fynction or to enhance 


social development, the program plan shall include (but need not be 
limited to) the use of activities which assist the client in leaming to: 


a) imitate and develop appropriate social behavior; and/or 
b) listen and communicate; and/or 
c) develop sensitivity to other persons feelings and behavior; 


When the goal is to prevent or diminish cognitive dysfunction or to 
enhance cognitive development, the program plan shall include (need 
need not be limited to) the use of the following activities which assist- 
the client in developing: 


a) Conventrution,/attention span, and/or 
b) memory/recall; and/or 
ce) decision making und problem solving skills 


é 
D Pragmees huplementurton Stundurds is 

ee eee ee 

fo The therdpial aha ll tiplement (te perOy. gin ., eg te ee preQgptsers plats. 

LZ Ihe therupltot abil perlodleoall, doswiment the weet pational Ibiwr saps, 
services provided ond the frequency of the se. vices, 

3. The therapist shall perlodicall, ie evaluate and document the chunges 
in the client's occupational performance and performance component 
skills. 

4. The therapist shall tonmulute, document und inplement program changes 
consistent with changes in the client's occupational performance and 
performance component skills. 

E. Discharge Standards . 

|, The therapist shall prepare and document the occupational therapy discharge 
plan. : 

2. The discharge plan shall be consistent with the client's goals, fune- 


tional abilities and deficits, community resources, and expected prognosis. 
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The discharge plan shall be consistent with the discharge plans of the 
other health care practitioners, 


. Sufficient time should be allowed for coordination, acceptance and 


effective implementation of the discharge plan. 


» The therapist shall document the client's: functional abilities and deficits 


in occupational performance and performance component skills at time 


of discharge. we 


The therapist shall terminate occupational therapy services when the 
cliént has achieved the goals; or when the client has achieved maximum 
benefit from occupational therapy. | 


January 1976 


we 


Standards of Practice for Occupational Therapy Services 


for Clients with Physical Disabilities | 


¢ 


A. Referral Standards 2 
I, Ifa referral is received, the therapist shall document: 
a. *he date of receipt and referral source 
b, the services requested Seg . 
c. the above (a&b) within one working day of the receipt of the referral 
B. Evaluation Standards 


I, The therapist shall orient the client, family and/or significant others 
to the purposes and procedures of the occupational therapy evaluation. 


2. An initial evaluation shall be completed and the results documented 
within at least five working days after acknowledgement of referral receipt. 


3. The initial evaluation shall include an initital assessment of the client's 
goals, and functional abilities and deficits in: 


a. self-care skills 
b. work skills 


c. play/leisure skills 


See Se ee == =+ a SS Sa ae <= = eeeeetieteaaietatiel + se 


I) These standards have been developed by occupational therapists working under 
the auspices of the AOTA Continuing Certification Program and the AOTA-HEW 
Continuing Competency Contract No. NO1-AH-44116, .These standards are avail- ~ 
able for use in a self-assessment or peer review program; however, they are 
not official AOTA standards until approved by the AOTA Delegate Assembly. 
Any questions regarding their use should be directed to the AOTA Director of 
Certification. 

2) Refer to the attached AOTA "Statement on Occupational Therapy Referral," 
for guidelines regarding referral for occupational therapy service. 

3) Refer to the attached glossary for definitions of terms. 

4) The standards are not PSRO screening criteria. AOTA model screening 
criteria are available for $2.00 from AOTA, Practice Division. 


(January 1976 Edition) 
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The evaluation should also include an assessment of the client's functional 
abilities and deficits in: 
a. motor skills 


. If any of the above (items 3 and 4) evaluation results indicate possible 


deficits in: 

a. sensory-integrative skills 
b. psychological skills 

c. social skills, and/or 

d, cognitive skills , 


the therapist should evaluate these areas and document any functional 
deficits; or should refer the client to\the appropriate service/individual 


kid Ly 
for evaluation. on 7 


If any of the above evaluation results indicate the client's need for 
referral to community services or programs, the therapist should determine 
the availability of such community resources; or should refer the evaluation 
to the appropriate service/individuall ’ 

The therapist should obtain information about the client's medical history, 
education, work history, avocational interests, family, and cultural 
background. This information may be obtained through client interview, 
record review, and/or discussion with informed sources. 


GC. Program Plan Standards 


The therapist shall prepare and document a program plun based on an 
analysis of: 4 

a. the occupational therapy evaluation data 

b. the client's expected prognosis 


. The therapist shall document the sie plan within six working duys 


after the acknowledgement of the referral receipt. 


The documented program plan should consist of a statement of: 
a. achievable program goals 
b. methods to achieve the goals 


The program plan goals and methods should be consistent with: 
a. the evaluative results and expected prognosis 
b. the goals of the client and/or family 
c. the program plans of other health care practitioners 
7 


. The program plan methods may include, but need not be limited to, the use 


of: 
a. adaptive equipment and techniques 
b. assistive, active and/or resistive activities and exercises 
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ce counseling techniques 

d. facilitation/inhibition techniques 
@. [joint protection techniques 

f, orthotic and/or prosthetic devices 
g- work simplification techniques 


D. Program Implementation Standards 


I, The therapist shall implement the occupational. therapy program according 


2. 


db 


to the program plan. 
The therapist shall document at least\every five working days, the occupational 
therasy services provided; the ek of the services, and the client's 


progress toward goals, 


» The therapist shall periodically re-evaluate and document the changes in 


the client's occupational performance and/or performance component 

skills, 

a. if the client's program exceeds a 3-month period, the client should 
be re-evaluated at least every two months, 

b. if the client's program is less than three months, the client should be 
re-evaluated at least once per month, 


The therapist shall formulate, document and implement program changes 
consistent with the changes in the client's occupational performance and 
performance-component-skills. 


E. D ischarge Standards 


ie 


een IIL 
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« The therapist shall prepare and document the occupational therapy 
discharge plan, 


» The discharge plan shall be consistent with the client's goals, functional 


abilities and deficits, community resources, and expected prognosis. 


» The discharge plan should be consistent ati the discharge plans of the 


other health care practitioners. 


In the preparation of the discharge plan, the therapist should allow 
enough time for coordination, acceptance, and effective implementation 
of the discharge plan. 

The therapist shall document within two days following discharge, the 
client's functional abilities and deficits in occupational performante and 
performance component skills at the time of discharge. 


» The therapist shall recommend discontinuation of occupational therapy 


services when the client has achieved the program goals and/or has achieved 
maximum benefit from the services. 


Standards of Practice for Occupational Therapy Services 


for Stroke Patients ! 


A. Referral Standards 2 
|, Ifareferral is received, the therapist shall document: 


a. the date of receipt and referral source 

b, the services requested 

c. the above (a&b) within one working day of the receipt 
of the referra! 


B. Evaluation $ tandards? 


I, The therapist shall orient the client, family and/or significant others 
to the purposes and procedures of the occupational therapy evaluation. 


2. An initial evaluation shall be completed and the results documented 
within at least five working days after acknowledgement of referral 
receipt. 


3. The initial evaluation shall include an initial assessment of the + 
client's goals, and functional abilities and deficits in: 


Boa, occupational performance (activities of daily living): 
I) self-care skills 
2) work skills 
3) play/leisure skills 


|) These standards have been developed by occupational therapists working under 
the auspices of the AOTA Continuing Certification Program and the AOTA-HEW 
Continuing Competency Contract No. NOI-AH=44116. These standards are 
available for use in a self-assessment or peer review program; however, they 
‘are not official AOTA standards until approved by the AOTA Delegate Assembly, 

a Any questions regarding their use should be directed to the AOTA Director of 

-.:Certification, 

-2)° Refer to the attached AOTA "Statement on Occupational Therapy Referral,’ 

_ for guidelines regarding referral for occupational therapy service. 

3) Refer to the attached glossary for definitions of terms, r 

4) The standards are not PSRO screening criteria. AOTA model screening 

criteria are available for $2.00 from AOTA, Practice Division. 


_ (January 1976 Edition) , 
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b. performance component skills: 
1) motor skills 
2) sensory-integrative skills 


4, If any of the above evaluation results indicate possible deficits in: 


a. psychological skills 
b. social skills, and/or 
c. cognitive skills 


the therapist should evaluate these areas and document any functiond| 
deficits; or should refer the client to the appropriate service/individual 
for evaluation. 


5. If any of the above evaluation results indicate the client's need for 
referral to community services or programs, the therapist should determine 
the availability of such community resources; or should refer the evaluation 
to the appropriate service/individual . 


6. The therapist should obtain information about the client's medical history, 
education, work history, avocational interests, family, and cultural . 
beckground, This information may be obtained through client interview, 
record review, and/or discussion with informed sources. 


C. Program Plan Standards 


~ 


1. When any of the following problems are identified, an occupational 
therapy program plan shall be developed: 


a. decreased ability for occupational performance (activities of daily 
living ; 


b. muscle weakness and/or limited endurance 

c. limited passive range of motion 

d. lack of active motion 

e. abnormal muscle tone 

f. abnormal patterns of movement (synergies) 

g. lack of dexterity and/or coordination 

h. impaired sensation: (tactile, pain, temperature, stereognosis, 


proprioception) 

iz impaired cognitive functioning (confusion, disorientation, and/or 
judgment) , 

j. impaired head or trunk control 

©, neglect of involved side of the body 

|. depressién and/or low self-esteem : 

n. inability.te.communicate basic needs 

o. edema of the hands 

p. visual field deficit 

, q. apraxia 

ra) 2 x 
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The therapist shall prepare the program plan based on an analysis of: 


a. the occupational therapy evaluation data 
b. the client's expected prognosis’ 
, t 
The therapist shall document the program plan within six working days 
after the agknowledgement of the referral receipt. 


The documented program plan should consist of a statement of: 


a. achievable program goals 


'b. methods to achieve the goals 


é 


_ The program plan goals and methods should be consistent with: 


a. the evaluative results and expected prognosis 
b. the goals of the client and/or family 
c. the program plans of other health care practitioners 


\ i Problem: 


a, Decreased ability for activities 
of daily living 
/ 


peice tes TE 


F 
b, Muscle weakness and/or limited 
_ endurance where there is isolated 


muscle control 


cy Limited passive joint range of 
motion 


6, The following chart outlines the goals and ace 


lable methods foreach ofthe problén ores: paged 


Acceptable methods include, but are not 
limited tot ne 


Shall include goals of: 


, treating specific performance components 
that interfere with function 


_ increasing ability for performance of 
ols a an all ' 
activities of daily living 


| 
|. using reastitive proctice of activities of 
| daily living 


, teaching ve-handed methods for per» 
formance of activities of daily living 


|, providing ond training in the use of 
assistive devices 


. , developing savscaledl or avocational 
pe. interests 


| giving recommendations to eliminate and/or 

-adaat architechural or environmental . 
barriers to enhance performance'in the 

: . | discharge setting, 


\ 
ee ——S er 5 Sep Sree eS SS ee 


| » using graded activity program 


, strengthening = 


, using assistive to active to resistive 
exercise program 


, using activities of daily living training 
program 


ee pe at tee err ges eee Se rm ST 


._ preventing loss of and/or increasing , teaching self-renge of motion 


passive range of motion | 
\ using exercise devices, ive, pulleys ord 
skateboard 
Jd 
using positioning devices, ise. splints, 
* S| slings, pillow, arm rests, lapboards 


» using graded activity programs 


pages 


| Prue | Shall include goals of; | Acceptable metho include, ‘ut are not 
pte te itt te oe ; an 
cy. (continued) | | Cos “|, perforning possive range of ation or 
| | | - Reaching significant others to do so 
involved extremity . preventing loss of passive range of motion, » ony method which facilitates motion ' 
a | For patients seen inan OT, program within | Sy oe ae 
. six month of onset, the goal should alo | 
include encouraging active motion through the 
use of any methods which facilitate motion y 
ev Abnormal muscle tone =. «=| «preventing loss of passive range of motion » methods which either facilitate or inhibit 
* 4 an , of fone: 
: 4 _ -- « passive range of motion 
“pe . feferral fo physician for medical monage~ 
, | 
: ment 


Fy Abnormal pattems of movement of the |]. increasing rotor contol of thé involved | Methods 10 work through abnormal ond 


involved extremity (synergies) extremity | facilitate nomal patterns of movement, 
| . | - | a Continued use of methods fo increase motor = 
~ 3 Ds -- a aie - control shall ba bos ed on measurable thonge 
‘4 in the function _ 
gi Lack of dexterity and/or =. =, |g increasing -cloxtrily and/or coil of |, repetitive use of graded activities or 
coordination = ~ the upper extremities || exercises requiring coordination 
Impaired sensation “| compensation for sensory impairment . | (not specified at this time) 
p y Vn 
« Confusion , disorientation, mor : : . decreasing siete and/or tnprovlng . fedlity orientation program, 
ie : aa orientation und judgement — yA ass 
qr | Ve. 4 ~—'| , shucturing patient's dally activities 
a a | ‘ a 7 | or environment nae 
RG oo eh a8 


aol ‘ 4 ; i 


e “age 


Problem: =. ~ | Shallinelude goalsofs fessor ince but are nat 
| ee, ee Limite tos 


Instructing signiftcant others on epproaches 
- for patient management 


a r | ae ee ; relerral for medical management 
ae | reece aise of sensotyeintegrative techniques to': 
. increase orientatién to the environment © 


j+ Impaired heador trunk control’ - improving head ond trunk control | 1 use of strengthening activities when Weak- 
, . ns : ness Is identified as the causa—~ 


| | » use of exercises/activities ¢ to enhance 
me as Sa _ postural ond equilibrium reactions and -. 
ae eka | , me Rh to Increase awareness of body inspoce v 


| » Intermittent use of equipment fo ilies | 
oP contra! 


ee . 


ae + provision of support équipment as needed. 


poo ee 3 _ |, teaching the patient and/or significant 
; ok’ koe, 4 others safety precautions 


“ky Neglect of the involved side ody increasing awareness of the involved side of . sensory stimylation 
| the body and preventing injury |. Cognitive input 


, bilateral activitles, espectally those 
requiring crossing into neglected spaces 
— 4a | Se -*. positioning of body parts where they can 
. os be more exsly sen and less easily Ignored « 


afd 7 | : | | | a od | . | . pis atic dha in the dala. 5 


\ a of the prob lem and safety precautions 


poge7 i 


Problem; Shall include goals of; ep method il bul are nol 
- |, Depression and/or low esteem =» | , inv el sore lla depression a gehoiemai ~ 
_—- : for the expression of feelings 
. nen) the pa in success expariendes 
oN 7 oT a - |, helping eatin recognize his/her 
2 se 7 sl . 
» referral for medical o psychological 
s | management 
om Pin 1 decreasing pain , notifying the physician 
or « [fony of the following ore causes: 
“Increased nucle aa a ung techniques to decrease tone | 
se usp int aa eanaaeoncinanenann day poy support | 
| join tightnets, <-+-ssneseenonvenspnnceinnnn Yroe of tion me 4 
A . : adenic’ arse eeenn ae uslng. seston active exercise and/or 
i. ee providing supp 


» ny Ability to communicate basic needs . exploring alternate methods of communi= 
OEE seater actiedtneentit meting arama gee 7 dg ton alee ny mean fa éferah fo oe 


d,. Edema of the hand "+. 1, decreasing edema . elevating of the hand: 
«applying pressure wrap ; 
[ee referring for medical management 
: ‘ | . Ne . - . i | os | : 1 4 
a | 2 2 jae | 34 


_ page 8" .*3 
- Accept table met thc “ee but ore not ae 


limited lor 


A 


Probletns | Shall include goak off | 


— ill == = —— ee 


I, compensation for visual field deficti » teaching ae to scan 


a 


potas aM 


» wing activities that require working in 
he inated visual field 


, instructing sifeont others on manager 
nent of Fthe'problem — 
» using yc programs rs by 


cognitive requirements. 


+ using repetitive racic of ni not ! 
ack Eon objec. on 


+ 
"1 using ei repetilive sail? 
"|, guidance.for 0 hening and. use of familiar 


: ica . : i ad : , —~. 2 7 . i ot “4 : ‘ ee , . i ‘ ; iy ‘ wie pt a 
ee . . , ‘ 1 ° ; : 35, ‘ oie ‘ 1 


ve : J nereosiy the complexity of functional i. 


fi performance as simpler tasks aré mastered." 
. ;  §.* |, yping serworysintegrative techniques 


o. 
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‘D, earn, Implenet Hation Wh Standards 


. ; a 
2 "é 


ate 7 aie 


he The eee shall iriplement the Sadunsitonal therapy program according 
_to the prograum,p 


2. The heresies shalt. ‘document at least every five's king lays, Occupational . 


therapy services provided, the frequency of the’ services, and the’ client's b 


sates 


progress toward goals, ». 


a 3. the: sherant t shall periodically pdcayalects and document the changes i in 
the cliénf's occupational performance and/or performance component Ae 
skills, 
a. if the client's. program exeoedi q 3-month' period, thecli&nt should 
‘be re-evaluated at, least every. two months,. o : 
" b,’ if the, client's program is ‘less thai. three, emonths) the: client should b ae 


‘re-evaluated: ‘at leds once per month. a a . 7 
ae the. is ieragist shall fetta nee doaenr ‘and implement program ana ae & eee 
“eonsistent= >with the changes in the. élient' 5 s occupational performance and, va. 


-'performancen¢ component~skil ls. a ee ye “a 


a Discharge Standards 


pa ay ; we 


- ‘ Ms “he : . 
, 1 The: therapist. skis prepare and document: the occupational theropy Pag 
ou discharge plan. a 2, oe i re eo 
~~, has dichares plari shall be consistent with the client's apales funcifonal | - 


abi lities and deficits, ommenlly resources , and expecten prognosis, 


whe 
e 


‘ fh carga plan should be consistent with the dischaige plans of the a 
er health care practitioners. foarte dn tg “at 
ie ° a oa Me — “ “? 


AY In. the preparation of fhe discharge plan, the fhenaptet should alley 
enough time for coordination, acceptance, and, effective implements ation 
of the discharge plan. ; , 


ra 


5, The therapist shal docuniouit within two days following see ae, the . @ 
client's functional abilities and deficits inoceypational performance and” 
Penremones: Somipenent™ ski Us at the time of discharge. .y 


6. The theranisi shal recommend discontinuation of occupational therady 
services when ihe client has achieved the program goals and/or hes achiavad Q 
' ae ; 
ae 


maximum banefit from the services, ; ° 


¢ 


2 
Py 


ae 


r 2 — 
‘ ro “i Standards of Practice for Occupational Therapy Services 
for the Client with Arthritis 
& 


«Introduction to Process and Outcome Standards 


There are two different types of standards which can be used to determine a 
therapist's quality leval of performance: process staridards and outcome stand~ 


ards, 
Process standards state what.the therapist does; the procedures that must or ue 
should be performed, e.g. "Therapist shall evaluate range of motion and- _ 
document the evaludtive-results in the medical*chart." | fs . 
Outcome standards state the expected end-results of the fkreatment; what the - 
» client is expected to achieve or be able to do asa result of the treatment, e.g. 
: ..< "At the ‘conclusion of the treatment, program, the patient shall not*have lost... oi 
““¥.  "" active of passive range 6f motion." One of the advantages .of using outcome 
- standards for assessing the quality of treatment is. that outconie standards allow 
the clinician more freaclom to determine the treatment methodology. a ; 
ee * ; ge er meg oe a "9 a Lae 
‘In developing the standards for the treatment ofjclients with arthritic conditions, «. . a ey 
the task forcé developed general standards for all the major rheuniatic ‘diseases a 
of the occupational theropy client population. The task force-developed’ ">... 
‘additional outcome standards for the postsurgical phase, forsystetiic mahi- et ee 


festations and for specific. joint diséase. : 
; : ' : see: * 4 ‘ 7 a ia ane 
. - » 


Process Standards 


” ¢ yi 7 eg a a ee ee ee ee a 
A.. Referral Standards”, ae are Oe , #52 
1. Ifa-referral if received; the; therapist shal document: . nec ~ * 

a. ‘the date of receipt and referral source : ; 
b. the services requested a oar a : 
c.. the above (a&b) within one working day of the receipt of the refertal | hi 


be 


1) These standards have been’ developed by occupational therapists working u der: 
7 the auspices of the AQTA Continuing Certification, Program and the AOTA“HEW 
Continuing Competency Contract Né6, NO1-AH-441] 16, These standards are 
available. for use in a self-assessment or peer review program; however, théy‘are 
not official AOTA standards until approved by the AOTA Delegate Assembly’, 
Any questions regarding their use should bé directed to the AOTA Director of 


Certification, . be io 
; : : AS ne 


2) Refer to the attached AOTA "Statement on Oécupational Therapy:Referral ," = 
for guidelines regarding referral for occupational therapy service. _ 
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, . a. 1s (2) 
B. | ~ 
7 4 <The therapist shall orient. the elt f, family and/or significant others — 
. “to 7 aS end procedurés of the ‘occupational therapy evaluation. 
: 3, the adel tion shall be comple sted and the results clocumented within : 
vat Teast five: working days ai aaa ala ll of referral receipt. 
3. “The, evaluation shall. include (but nega not he hinrited “to) an i initial? 
assessmént. of the client! s goals, and functional, abilities and deficits: 
Wg a ae no ; wa ee Sy : tt po” 
“ae! Occupational pérformance’ (activities of daily living): . : a4 
Fe 1, self-care skills : 
2. work skills 
; 13. play lelee sls ie foe eee : . 
, 4 " performance components: re anes 


motor. skills: < Ate : 
a). ‘active ai issivie eae ae Teton “at Mt foeted: ‘olnits; 
i | 


a oe | b) ‘muscle strength’ ‘Within pathfree RGM) ce 


ro srcurance, level’ of activity tolerance . 
y : er : 7 ' a = a, 
ge gaat ty | 
the ‘evaluation shall also include ‘(But need nol! fe limited fo) a Sit: 
initial assessment, (oe ae ~ Sg. gale, 
es be = 3 : . a ate \ ‘ oo 
a. the alte 5 pet, eption of the disease ‘process “and its’ aifect: on a be 
“daily living activities z, . ; os ; 
‘he bo Hag : . " 
bc the client's goals or values a - ? 
»  g the client's initial expectations of treatment outcomes os a 
ee 
5, The evaluaiien shall also include (but need-not be limited to) an fee * 
initial assessment Of; ; . Wis EBS a5 
% . . ¢ # & a 
# 
a 


a. the client's ability” to utilize the physical facilities and equipment 
within the living and/or working environment 


6. If any of the above evaluation results indicate ahe client's need for. 
referral to. community services ‘or programs, the therapist should determine * 
i “the avdilability of such community resources; or should refer the evaluation —_ 
‘to the appropriate service/individual. 


4)° The standards « are not PSRO screening criteria AOTA model screeni ng 
criteria ara available for $2.90 from i , Practtee Division, 


wt 3) Refer to the attached glossary for. definitions of tert | ee. Sa 


a ot ; 
#4 7 au 2 : 
7. . \Fany of the above (items 3, 4, 5) evaluation results /indicate possible’ = 
deficits in psychological or social skills, the therapist should evaluate i. = 
‘ and document any functional daficit.in psychological or social skills; ° eo a 
or should refer the client to the appropriate service/individual for". " 
‘eyaluation., - _ | 7 ie : SF og 
8. The therapist should obtain information about the client's: medical history, ., 
, . education, work history, avacational interests, family;-and ‘cultural. 
® background, This information may: be:obtained through client interview, 
vo record review, and/or discussion with informed sources, See. Bae 
Cy Program Plan Standards Seed ae a & ee ae ee Fe 
1. The therapist shall prepare and documen ta program. plan based on an ia” 
ts Momlysiscofe 0 eS, ae ee ret a 
~ Ge the occupational therapy evaluation data - . 
"wba. Nhe’ client's expected prognosis 88 eye, Page 
FERRY PA BR oo ¥ Me ee eal ia RUB EE AE ce a fe Shi Wd ema goon: : 
+" 2, The therapist shall document the program plan within six working ‘days , . 


\_ ote the acknowledgemertt of the referral receipt, Se, St 


3. ' The dacumented. program plan should consist ofa statement of: 
., aus na . he a ome, ee 2 : 
: | a, ab&hievable'prograrh goals Pah as ar 2 
—_ “by methods to achieveithe goals ves ‘hs 
4. The program plan goals:and:methiods. shouldik onsistentedy 
i t D, 4 : : if F ale > : aa : is ; . ye a EN oy Vs 
ic, “gw the evaluative results and expected prognosis | 
_ * © & ote the.'goals.of the client and/or'family = 8 |, “in 
: . c : the program plans. of other hea ith care practitioners. vge 
-" 5, When the evaluation’ results indicate a problem in any of the. follawing 
areas and.if there are no. medical restrictions, the program, plan shall 
include the following methods; 2 se _ = : ; 
ve ae occupa tional performance, (activities of daity fiving):: instruét the ie 
client in adapted methods of performing-activities of daily. Tiving. 
The therapist may: , #  . x . . 
J. teach adaptation of methods ° oe oO 
2. provide adapted or assistive equipment > . 
3. adapt equipment and/or environment 


4. discuss alternative methods of pursuing former vocational 
and avocational activities = , 


i 
ae * 


Qs 
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-b. motor skills 4 anne 


“5, dijeus and develop new avécational iniferesteca , 
which are satisfying to client! 's needs and are vt hom a ss 
‘to affected joints. 

6. discuss the effect of the descieion the. client's ees to 
perform activities of ay living. : 


eo ; ae 2. : * 7 er sl 


|. provide instruction‘in kinetic activities. designed to increase 

and/or maintain passive and-a as range of motion. The therapist. - 
‘* shall explain the importance, of accurately following the instructions |” 

and, shall. evgluate the client's abilities to accurately" follow tnreuert 
with the instructions. 

2. design, fabricate and/or fit ariholte iagieas as approved by: . 
physician; or shall recommend the design of orthotic devices to 
. be constructed by another specialist; instruct the, client i in the © 
‘rationale for the’ orthotic device; the use and care “of the device; 
precautions to be observed. m 

3. instruct the client in ‘genettl. principles of ie protection, this 


a] 


shall include instruction.ins © ee Ee 
1.’ proper body mechanics 
2.. avoidance of statid and/or deforming postures —_ ae 
3. work simplification techniques” oe tad 


. 4. need for eee balance of rest and activity » ge 0 


fos : , 8 asae _ 


Cs community resources: °. OS dp ata a HAG og ny 
discuss with the client those community resources which.are 
available to meet his of her needs in the areas of: employment, . 
recreation, socialization, transpértatigih , additional therapy 
services and list sources for adaptive and/or exercise, 2, equipment. > ns 


d. psychological skills: 


’ eoprovide euciclocia! support; provide opportunities for client ee 


Oygaxpress: ESlinuss ; and to: Geveler self-esteem and self concept, » 


. Home program: - - ! 
develop, discuss and document a home program: 
explain the rationale for the program 
instruct client in the program 
explain precautions to be followed : 
ask client to demonstrate the program; correct client as needed 
periodically discuss home.program, with client; adjust the program —° # 


wh wn = 


4 as needed, 


D. “Program Implementation Standards, : 


ips 


“1. The therapist shal | implement the ¢ 

- ‘to the program, plan. ft , ioe ao i 

2 The thempist shall document’ at t least” every tive working days, the eect 
tional therapy services provided, the PeaUENeY, of the s sérvices, and the aod 


Se Pg Bape pigs toward au AW 3 oe o fa M.S 


cupational therapy program ac ‘+ ing 


i >? ae ‘The Gane shal | docymeni the following Symptoms (or changes | in. . . 
a Symptons) if noted: < ; ei ‘ 


og e. y A 


a. de joint swelling, tencemiess, inflammation # 
} b, pain - Coa ; Pete. 2 y 4 _ eT t : : 
‘ .¢. stiffness. wis) OF ae net : Ts 
tit gs museletendenk $s and. ‘atrophy Des 
ras e. skin’ changes; nodules oa : ts 
f, increased joint deformity o SF 8, ce ey. 4 aa 
< decreased sensd tion 8 1% ee Ns 
@ . a Pete ge Po ee Sou 
a) a ‘The theraptet shall saueaiecliy: ié-evalvate sind’ socuinant ike ohahiges in 
a the client's occupational paren ehd/or performance ¢ a cali 
: plete a he , et ee ee 


‘ : is j " 
ae ies, Me ae ; we ae pe gee at 


hie fa. if: fhetcltent's'p program exceed o Shai rmgld period, the alten!’ a. 

pees at ae “should be re-evalitited: on oy Jiery io months. #8 
be if the.elient!s ptogram i is a HV thrée months the cliént should eee 

ee a be re-evaluated ‘at. least once, per month! a j 2 xh & ; 


Mahe 


ia . t sects 


mo 
wa 


i nd oS. The Warapist shal sisalele: : sicument and implement programpchanges a -—_o9 
ee < consistentiwifh the: changesgi the, client's : “atcupattonal’ Petformance ; 
“ane ‘Performance component skills, .. ” £ at oo 


eye 


Gite & Ey Discharge Standards ao o sae! sae 


fog, The ‘hetapist; shall aie arid a gocument the occupational herapy. © 
discharge plan. Boe oa : . ‘ oe 

au. The duchinge plan shall be; consistent with the alien! 6 seals, funetiohal 

7 abilities ane cemnelss, community resources , » and ibediad pranks. 


3.° The discharge plan should’ be. consistent with’ the discharge vient of the 
i’ other regi th care practitioners. 


4. In prepti ration for the discharge, plan the therapist should allow anough 
Yo . time for coordination ,. acceptance, ‘dnd effective implementation of the 
‘discharge plan, : 


‘ Lam |g? hoe. ft . 3 4 5 
eee 2 1s = 7 : eo ee ‘3 
4g 5 * : 2 s 
FullText Provided by ERIC . 


(6) 


5. The therapist shall document within two days following discharge, the 
client's Functional abilities and deficits in occupational performance 


; and performance~component-skil ls at the time of discharge. 
~ 6. The therapist shall recommend discontinuation of occupational therapy 
services when the client has achieved the program goals and/or has 
achieved maximum benefit from the services, , 


o.. 
ERIC 


Outcome Standards 


A. General Standards: 


These general standards are applicable to clients with eny type of arthritis; 


when necessary, additional outcome standards are stated for a specific form of 
: ane 
arthritis . a 
a ; 


able to do as a result of the occupational therapy program, 


j ty 
a et 
In order to assess an Occupational therapy program with these e-ONTCame e stand- 
‘ ae re KO 


Shea eee) i 4 : 
% eo aa “. re 
ards, the therapist must document information which will clearly in \dicdre the oe 
ea a - i te 
clfent's achievement or lack of achievement of each of the following goals: . F 
|. The client canstate, within the ‘mits of his or her copabi lities, a. ioe 
general explanation of how the disease process affects his or her ability 


& pertorm activities of daily living. 

2, The clicnt can perform, within the limitation ot the disability, those 
aetivirtes of dai ly living which are mu mally perfurmed by someone uf 
his or her uge and role, 


3. ihe client! cun verbalize any wider trod ing OF werd proud lees bulaunce 


ea 


of vest und activity, work simplification techuiques tor energy conservation 


tu hts or hes dai ly routine wr activities. 


= es : a - 3 _) Z 
4. The client can explain principles of joint preicction preservation and 


incorporates them into his or her daily routine, 


Bogs 


- The client uses proper body positioning and body mechanics during rest 


Z itn 
eo 


io) 


(8) 


The client performs kinetic activites os instructed; observes necessury 


Oh 


precautions, 


7; The client can explain the rationale for the use of appropriate kinerix 
; er 
activities (activities to improve or maintain range of motién, strencit':, 


posture, breathing capacity and/or endurarice). 
3. The client has same or increased active and passive range of notion anu: 
ae < Ae strength or 11. day treated as orf first day measured. 

ee : 
9, The orthotic device met the needs for which if was proviced; e.y. 
‘ 
(_ decrease of Pais increase of function; prevention of deformity . 

10. The client can state a general explanation of the rationcle tur the vse 

of orthotic devices: and obsesves precautions. 
il, The client can demonstrate the wpaltcaiion, removal and cure Of either 
; devices: 
fo: '2. The client correctly uses tne adapted or assistive deviges 


7.) 


Modification of the structural urrangement and/or equipment in the 


client's environment has increased the client's ability to function ir 


i 


the Gavironment. 
’ ra 


i4. The client corréctly Wows the hone program, 


bs The client's family eur Stute a general explanutlen wf “he: efit eng. 6 tha ee 
’ . rs ’ 


“ 


the ratignale for the occupational therapy program, the home prsaro, 


the required activity restrictions. 
16. The client and/or significant others can describe arrangem ont. ios 


asstst the client in activities he or she ts unable to perform no di. tary: 
¥) 
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af 


utcome Standards for the Post-Surgicai Phase: : . im 


s 


tandards are the same as those listed under the general standards with the 


following additions: . , 


q 


25 


3. 


4, 


ai 


1, Client can state within the limit oF his/her capabilities, a general 


explanation of the relationshigy ‘of the seaupelio: nal therapy program to the, 


t 


surgical procedure, 


| Postoperatively, clean aici and demonstrote the 


—_ 


post-operative exercises ae sp linting program. 


Client can explain the' rationale for and obserye sua operative 
nade 


: hay ‘ 
positioning, | exercise and activity pre cayt ats Huding cotfect 
* v a “ae “"g : eee eas si o r a 


body alignnrent wile lying sitting, ambtilating ;* r transferring » 


During ae jos) -porativ recovery period, the client neater at 


aisistones for those activities cent tasks he or she is unable So perform 


* te 


in the treatment setting. 
Client's tam thy or slgaiticant offers Cun state a general exjolourathon of 


Pa: Ye rationale for occupational therapy programm and acl ivity restrictions 
oak " i 


specific to the-gurgicu| procedure, - oA ls 7 
es i , 4 . oe t = 
age 


ie Out com&stan dards _ tor © lients with oy sfemic Manifes tations of r Rh eumutuid 


5 


Standards are the same as those listed under the general strndarch with the 


»tlowing additions: 


te Client can explain and observes in his or her daily poutina, the safety 


. : . ne 
rs itl? a 5 i a a = cae pr ee 
and/or activity precautions relative to systemic involvenient (gastro- 


intestinal, renal, cardiac, pulmonary ; or visual compl aliv ws) 


as instructed or informed, 3 59 


ane 


(10) 


D. Outcome Standards for Clients with Polymyositis and Dermeten . 
|, Introduction 
Treatment for polymyositis is controversial and depencent upon the 
treatment philosophy of the supervising physician. The therapist should 
be in direct contact with the physician in order te adjust the client's 
iherapeutic regimen and activity level to muscle pathology as determined 
by musclé enzyme levels. 
2. Standards for treatment of ani esoRens ef jotnt involvement and/or 
a ; 
arthralgia are the same as the genéral standards. 
J. Standards for clients with, musele involvement . 
Ears i . Fi . yo Wi at ae 
BE gate os oie Be ue oy 
a. Cfient uses prescribed Gmbulation aids consistently and as instructed, 
rc ; ran 
. ee | “Vy tig ‘ 
pe, eee tele _ vobs@itving. sufety.precdurians. against falling during ambulation and 
ee 2 ek: ue t y 
transfer. _& 
ae b, hen there is dysphagia secondary te esophageal involvuuent - 
client obse: os, oF can inattuet ofhen in necessary Safel, pre 
cautions relutive te culling. 
~. Gllend cbacrvés appre tute pucttluning tale bbe oe ait 
insluding use of neck suppurts while sitting. F 
i Client pertumms daily strengthening exercise: (i. ba. sides Fe, 
atte ~ : - res 
Eee i, % 
Client performs -tunge-of-motion esi ises daily, ay insfercten 
Wouteome Standards for Clients with Articular and/or dystemnie Manifestations 
ot Juvenile Rheumatoid Arthritis 
standards are the same as the sia standards , with the 43 
Fs _ r : 
& ou 


' gt oe 


my 


o.. 
ERIC 


(IN) : 


following additions: eee i 


Mag ot 
NYS or ae 


A 


The child and/or responsible others can demonstrate an understandiitty of, 


and observes in his or her daily routine, the safety and/or activity pre- 


cautions relative to systemic involvement (gastro-intestinal, renal, cardiac, 
\ 
pulmonary or visual complications) as instructed or informed. 
For client unable to manage a home program, parents or significant 
a ae ; . 
responsible others can demonstrate. freatment techniques and supervise 


‘ 


treatment followthrough. 


Client's responsible others can describe appropriate activities for the child's 


developmental level to prevent or compensate tor developmental lags 


attributable to illness. 


F, Outcome Standards for Clients with Ankylosing Spondylitis 


Stundards are the same as the general standards tor joint disease, with the 


following additians: ‘ 

1, Client can explain the need fur bulunced rest aid uativily | aod tukes 
sutety precautivgd aye instyfalling bending o: stooping. 

2) Client UT) Jesuribe atid observes iio tts bee daily ies the sufety and/or 
activity precuytions relative to systemic involvement (astho-inteattial, 
renal, wurdiag, pu tina, vt visual compliGattorn) aa bodtilatod af iIntwrmned, 

3, Client can state rationale for exercise Pregtain cid hielo vteadtes vplimal 

Z re an 
posture as insfiucted, 
4, Client performs postural und breathing exercises daily as tastiucted, 


Ry 


. (12) 


' 


G,. Outcome Standards fo 


> andards fo articeuler involvement are the same as the general standards, 
Ms ye - 


wih the following additions: 

I. Cliest cen deseribe and observe in his/her daily routine, the safety and/or 
activity precautions relative to systemic involvement (gastro-intestinal, 
renal, cardiac, pulmonary or visual compiliceiiori) as instructed or informed. 

2. Clients.who are sensitive to ultra-violet or sunlight can stute an awareness 


of exacerbating effects, and of protective techniques. 


H. Outcome Standards for Clients with Progressive Systemic Sclerosis 


Standards for articular involvement are the same as the general ednaieitiy, 

with the following additions: 

1, Client can describe and observes in his/her daily routine, the safety and/or ; 
activity precautions relative to systemic involvement (gastro-intestinal, 
renal, cardiac, pulmonary or visual complications) as instructed or informed. 

2. Client performs daily range-of-motion exercises (including deep breathing 

a tucrmualntuin Chesf @xputistun), and fucial exercises . Phesci ve wrul vpentiig. 

3. Client's family and significant others can explain the rationule tor the 
need tor specific attention te dental ware 


4, When necessury, elient observes precautions tur Kajrod ys plenoime nun 


agited ob Les A etpsstdeorta, 
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THE AMERICAN OCCUR TIONAL THERAPY ASSOCT ALDOR, PMOL: . ~ 
6000 Executive Boulewart, Rockville, Marvbond Cag5o , 
STATEMENT ON 
i OCCUPATIONAL THERAPY KESERRAL 
7 : f 
i 
INTRODUCTION 
AD ITEOR 
The American Occupational Th nerapy Association Presents a Titer pa elarifty publicly 
he position ot the a ges ion relative to rererral tor waupetictal therapy service 
rad Tesponsibility to the medical SERS ASTIN plan ot the fordbents trested, 


Considered within this statement are the qualified eCetpatietal therapist and the 
alitted occupational therapy assistant; each having wativticcorils compleced the 

_tormal academic and clinical preparation requisite tou tis level, professional or J 
assistant, and successfully entered into and held curcent the registration or cer 

F ! 


tification which signifies his level and identities him ed tewtstered occupations} 
therapist Ce TLR. )-ur a certitied vecupacional therapy assistant (C,O.T.A.) 


qua 


'sCupattional therapy shares with Che physician a dedication to the creatine nt of pa- 
tsenets and protection of their welfare, \ Te maintains a clow selatronship co medic cine, 
stich it continually strengthens as ever increasing Protesstonal skills enable it to 

peovide a more discrere > competent, service's , 


Cecupational therapy also shares with the physician a concern for in‘dlividual and com- 
simtty health and therefore extends its contribution beyon! restorative measures and 
+-ule Creatment concerns -to the maintenance Of health mid present ion at disease and 
lisabilicy, \ 


o. The registered oe thebaplst (CDR) aed Che sete rd red a eBpatlonal ther. 
‘py assistant (C.O.T,A,) respond boo request ter servers shateovever its Source; 
the O.T.R. enters a@case at his own protessional doscrebi a Get sa his own cogniz- 
wuce, the C,O,T.A, enters as Authorised by his superytetoun oli Rey and each: 


a 
‘ 


PecORnilzes Chat the pliyede tua, club y baa eicesd tev tha umpbe yp poate bLudy PrAace tee 
medileiue vod Surgery, ts Che person who told otal seapeucthiticsy ter the med)- 
cal MaQdgsemeat ot a pallens; and 

* 


f 
"peal lees within the Limita of COMpetbens 2 aie bo tba ugh a : peel Ceri Cotmuerisa 


tate with his level vt (anlitrceti uty piwbecwievegy 4 4a 4 fae ty aid 


- limplements wee Upatrormal cherapyts CONCAp hs anid prea fy Potent ahid sheldoan 


n 
iluation of 4 patrent suelo tormul) 


the e Raw «bk bade 4 or ee ae (ois tl litadiip 

medical Minagewent and care plan; . 
refers a Case whitch, in tis PSrelpert Ly Sdp pene s t Pe oS i coats ful pre Tag hot iigs ae 
Physician management, Co ow quilitied physteri. der owe, a] Poor agementy and 

- treats, within the Pitlent management plan, collateaatyoc: pth all others 
who care for the ptflent, and ipprises the plysde rue as bo appropriate pe) 
POPCIive pérsonmnel of dips taodings and aetions, allo ot ahve. ‘Cubed a bt 
the legal medical reeords; ang es 

implemencs NECUPal loin? ther. iets Poncepts wind PEQVides  judyeueat ud skill fn 


the evaluation of a4 client, and the Formulaeran Of oa heateh peep. in directed 
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3 
‘ 4 
c : 
‘ . oe Fee 
teward the miintenance of tia health aid treed Poon dr oeisey disability 
or dependence; 


- refers a client who, ie tas Judgment, appears C3 be roe tig tho cause tow kan. 


medical management te: a qualittied plhysporany oro or client on Weed ot ahora, 
vocational or other specialized mini,ement Cone poste ootenilly quedpties 


to provide it; -ind 


~  puides the «liene avi the utileedteon ot the cote egel Oh ove tpt al Che ray 


where appli:able to the improvement of fas werner tl aedtares Apprlses 
laborations personnel of oeeupational theraupyts taindinks and actions, atid 
documents sine in the client's reeerd. : 

: oan a } f 1 
rhs The registered eccupationi) Cheripise CO.T.K.) and the-certitied oecup of bamas 
therapy assi mt (C.O.T.AL), @ach on tas own coxutoance, respond too request 
ok qualified “aBeNC LES, tacilities, programs and personnel tor Golluboratiounm in 

: Golluborubien + 
activities directed to che general health ot society, and within the expertise 
Reena ae ec 


of Wis level or quilitieaction each: 


= contributes te the evaluatiop ot t gal ch factor: the devebopinent, ctalia- 

Fe zation and interpretation of sbealet knowl edge A ht Ub soemimats. 2 @spes ad 
ag Lt pertains fo the use of absence af activity amd ats influence Uproth ttre, 
dividual and societal health; and * : : 

~ initiates entry ‘into such activities where otherwise cociety would be deprive 
ot the benefit of the concepts and philosophy of occuprtiemal therapy. 
, ‘la. whem the reyloatered ee ep at boreal Cher aye lat COLU LRG) or cere dt red oceupatibearal 


therapy asalstaunt (G.0.TLA,) 1s emp loved vr volutibeers as at 4etavily page in. 
director, worker ot Consultant he couteitbutes ba a divetsteial, social or ren 
creational prograi, duo which individuals who do or doomt have health probleis, 
may, with their phy.terants knowledge, elect tuo parthodparte for the linpro venes. 
ot their general veltire; and, tn accordance with said pusitien Classtttoat ion 


' 


eae let Clie 42.0-l Aa) 


= movers Ac ae bh bo beep dl tue wert doca »oubbaee beg apy t 
faet 


mt theta phys (eBay s Vetecsaby, taut arth acess te the sedtoul record 
hnowléedpe of the Prec wuriens fei bese tee red Port re tpact pea herindns ¢ 


eteru lil beporfy oor 


' 


rekVOGs is dt cetaultepel cappe paerete ds the O.t sky) te the aetawil, pete a 
, andd loo its Sup port tate Paetlity wath at pele cde dae pebedt il, Ler poked der 
rebuebauidltt.atien ipfireric ti, Pake orelseause gage -f three tteart postd'c “Yi be pele oda ita 
eerpade pear tbe dpete daw d ement  ated pedeatet Phe itera 1 Boe tigy Ghee port = 
Cieipants whe ee ra teed of specitio teberiadb tea oee@portiotal therapy. 
i 
mn 
; ae ? , 35 A 
Veopted June P9649 2 ae * ; 
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GLOSSARY OF TERMS USED IN THE 


a 


OCeU PATIONAL THERAPY STANDARDS OF PRACTICE | 


owt 


4 : 1. Abnormal! patterns of motion (synergies): certa, Lin, fimitive patterns of 
motion. which typically ‘appear te varying delgiighs in the hemiplegic 


individual when iselated movement is dittericted. These patterns may” 


Wig, 


be seen in the extremities in stereotyped flexion and extension pat- ie a 


terns as distinguished from normal, coordinated, voluntary motion 
which is also synergistic in’ mature. j 2h 
e A at. qe c ‘ Ao: ; ft ys ; . . — fy 
2. Activities of daily living: (see definition of eecupationa| performance.) 4 
j a 


3. Activity restriction: The exclusion of certain. activities,. od restrictions 


in method or duration of performance : 


¥ a 
Se = 


4. Assistive/auaptive equipment: a special device which assists in the per- 
formance of salt care, work or play/leisur activities or physical 
‘exercises, 

“Ve 3 

5S. Cognitive skills: the level, quality, and/or degree of comprehension, 
communication, concentration, problem solving, time management, 
conceptualization, integration of learning, judgment, and time- 
place-person orientation. 


Oo. Community s@rvices, pryegrams or resources: Vout ional, suctul, religious, 
recreational, “Kea | thy education and transportation se.vices or 
progtums that may be available in the community 


/ Cowtdination, this wbiliry ha perform mutions tw aneoth Concerted 
ae “# 
way. 
oe Dexterity. skill and ease in pertonming phystoal uctivitn. 
8 
: Pree eee: — 
2 Document: the written recording of intormattun in the cligni’s © eioll 


a eT Tan J 
record /. hart and ‘or in the eccupytional thenaps : pecord, chart 


This glossary has been prepared by occupational therapists working under the 
auspices of the AOTA Continuing Competency Program and the AO TA-HEW 
Continuing Competency Contract NO1-AH-44116. This glossary is not an 
AOTA official glossary. Any questions regarding the use of the glossary should 
be directed to the AOTA Director of Certification. January 1976 
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page 2 


/ 
Evaluatéevaluation: the process of collecting and,inteipreting data 
obtained through observation, interview, recard review, or testing. 


Environmental adaptations: structural or positional charges designed to 
‘facilitate independent living and/or increase safety in the home, work 
or'treatment setting; i.e., the installation of ramps, burs; change in | 
furniture heights; adjustment of traffic pattems, _ 


Fucilitation tec hniques: ‘specific treatment which attempts to encourage 


motion ina non-functioning muscle or muscle group. 

o 
Inhibition techniques: specific treatment which attentpts to decrease 
‘muscle tone ar excess motion: “that interferes with furnotion 


a 


Joint protection/ ipresenvation: the Srineiplés or techniques of minimizing 
stress on joints. ‘Includes the use of proper body pr@chan ics ; avoidance 


f 
of excessive weight-bearing, static, or deforming postures. 
Kinetic activities: those activities requiring motion, Can include 
erate se hE BRR a (AT aoe . . * at Ne cb 
activities of daily living and isometric, assistive, fesislive exercises, 
Life space: ‘an individual's cultural background, value orientation, 


and environment. 


Life style: the degree, range ang belenes of se). Len, shh uial 4 
idacanoia pana sf 
play leisure activities. - 2 


re 
s 


lidtste. ate wepluble method that is recGgiteest bal 
tee osiay p e 


ne. essuril, preferred 


Mot to; shelf. ihe le wall, quali, und/or degrec Co) nS | otion, uy 
“muscle § stinigtts, tagclé tone endurance, tine mutur atolls, amd 
functional vse . 
we ~upational performance: the perforin. . ufacll ars sh eit) 
ae ‘leisure activit 5, ‘the activities of daily xing. the pores 
tumance ut these’actiyities pequires self care, woth, uiely ba 
leisure skills The: conce ett of veeupations! performance | tarther 
described in the delineotion of roles and functions in He ‘lds 


i 


Ry 


we Pare - : - page 3 


oe leormed and developniental patterns of - 
e prerequisite foundations of self care, work, 


“= Pi if *  otitd ployer skills. . ; 
fie “- The performance edmionents include: : p y 
q. Motor skills 7 im 
b. Sensory -integrative skills 
e, Cagnitive skills 
“d. Psychologica i Fintrapersenal skills a, 


@. Social/interpersonal skills 


a 


eg Play~leisure skills: those skills necessary to petform and engage in 
activities such as games, sports, and hobbies .. 


4h 
123, Pagitiontng: — placing of body parts in proper alignment. 


r 
. 


24, Psycholagical/intrapersonal skills: the level, quality and/or degree gf 


selfnidentity, self-concept, and coping skills. 


a. self-identity and self concept; the ability to perceive 
self needs and expectations from those of others; fdentify 
araas of: self-competency and limitations; accept respon> 

: ae { q perceive ean of self; have self pesPecH 


\ . ” Nae luge ps . i , 1) ned 


* : . : 
b. coping skis s: inclddes the ability to subliminate drives, 
Find sources of neéd gratification, tolerute frushation 


and anxiety,» exp prience gratification, apd Control tinpertin. 


as 


‘ - 4 ; a ' “Se, 

25 Reality arientagtons the ‘rental approach vimed at reinturcuinent of 
reality, i.e. the use of simple, structured activities for orientation 
ty tinie, place, and person, 

co delt card skills; skills such us didsaing, feeding, ty yter. ge. citing 


mobility, and object manipulation. 


2. alice “skills such as geting im our of bed) chat 
he rel chair, vehicles und utilizing thansportation 


b, @bject manipulation: skills such as the handling of .ammon 
‘objects such as te ephone, keys, money, light switches, 
doorknobs. : 


27. Sensation: perception of titnuill, includes touch, pain, temperature, 
siereagnnslts proprioceptian, taste, smell, kinestWesia, vision, hearing. 


eee: 


o ° 7_ 
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he, 
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2 * A ec, 
e = es * 


ee pale eS 


Sensory -integrative skills: the level, Guaiily, and/or degree of body 


schema, praxis, posture and body integration, visual-sfatia! relation- 
Ships; sensory-motor integration, reflex and sensory status. 


Sha II or-tmust: indicates a mandatory statement; the only acceptable method. 


Should: indicates the commonly accepted method, yet allows for the use of 


effective alternatives, 
a } 
ers: persons why have un important relatiomship to the 
gould include the client's family, Friends, employer; 


teacher, of offer health care providers, 


’ 


Significent, oF 


Social /interpersuna | skills: the level, quality, and, or degree, ot dyadic and 


groups interaction skills... 


7 
u dyadic interaction skills: abilities in felutionships to peers, 


subordinates tes,’ ; and authority figures;'demenstrating trust, 


respect, and warmth; pereaiving ahd responding to needs ry 


and feelings of others; engaging in and sustaining inter - 
dependent relationships, communicating feelings. 


b. yroup interaction sktlds: abilities in pertorming tasks in the 


presence of others; sharing tasks with others; cooperating and 


; competing with others, fulfilling a variety af group ane 


ivles, exetcising leadership skill., perceiving and respond ing ta 
needs of group members. : 


2plhattig the pee ision wt dy rnd very | sgh abead de apelled. Po. the pl poe 


of: rélievlig pain, mu intatotiey joint afignmiens, pouftetiang yolnt 
Integrity, fMproving function, aad or decreusing detormii, 


Uist ting ee Trunnient, Whe Ofspercdectboer ot tho .bboe's Time 2 the its 


“and/or { physical. enviruiment in wider te enhor ce perhorman. (set 
environmental adaptations) 
Work simplitic ativan: the streamlining of the porters & ait ates tn 46 


in order to minimize énergy out put 
Wok skills. skills such Gs work hubits sat viteaecads dye attliawsl cba - deed | 
to iy abs job tasks. The shills ma, fefer tu the work of the :m denr, 
home manager, or paid employee. » Hame manager skills include such 
skills as cooking, budgeting, shoppi: 1, clothing muintepance, house 


leaning and maintenance. 
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APPENDIX xX" ‘ “ 
a3 es ww 
Data Abstract Forms for Chart Audit/Record Review 
. in the five speciality areas: + gh “5 
oY : f * 
Yee F .t ' . 
“Piss « Mental:Health 
. ‘ ’ ‘ age : ‘ 
e » Developmental Disabilities »  . vou if 
7 . Physical Disabilities 
: an ‘ 
¥ . . * 
- Stroke ‘ 
. Arthritis 
+ " ‘ 
a ! ‘ ‘ 
t 2 gn 
. ‘ rf ae 
Prepared under the auspices of the AOIA Continuing Competency Project , 
contact No. NOI|-AH-44116, i 
Sree Bee: , | 
— 4 al © ot 
1 ; ra 
f is ? 
369 _ 
a OO i son 
t . / i ee . 


233u#-oul 


hh 


7” 
+ 
« 


‘Client's name: gag 


Lys 


FY 


1]DD1444sN 


-* * uO} 


‘ haere? | 
_ Byqooi{ddD*icu} 


record number: - _j date of review: 


diagnosis: 
a Lh. 


A. greterral, sland 3 3 
rn oes 
I. The therapist ge 
. =a documented the date of receipt and referral 
source 
b. ‘documented the seeupetional therapy =. 
services requested 


; aa 


* 


ese sEvstaaiton Stondares Bote ee 


I. The therapist: eualuared and documented the client's 
~ goa!s, functional abilities and deficits in occupational be 
performance ea of # ally living): oS - 

ae self-care skills - “ 

b. work skills ke a ae 
c. play/leisure skills a ey 


- 


HS Lae 
ea a 


—— Se re a ey Se 


ry 


a ne ee Se Se 


'.1) The standards h ve been developed by secipatieaal therapists working Soe the auspices of the =: 


AOTA Continuing Certification Program and the AOTA-HEW. Continuing Competency Contract 
* No. I-AH=44116. The standards are available for use in a selfassessment or peer review program; 
however, they are not official AOTA standards Until apprgaed by the AOTA Delegate Assembly. 
Any questions regarding their use should be directed tot OTA Director’ of Certification, 

2) Theyattached AOTA "Statement on ‘Occupational Thetdpy Referral, "isa guideline for referca! 

__ for occupational therapy service. ° 

3) The attached’ narrative statement-on the standards and the = glory of forms s should be used as a 

, explanatory: reference ploughs the record review, 


for "82 00 hoki AOTA, Practice Division. cw GPs 


-anvery 1976 Edition) 
a. = . s ; i . if 


an wees dee ees cedoes 


° a ae 370. a = Eo a 2+ 
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DATA ADSTRACT FORM. FOR RECORD Ra vw az GOMMENTS: | 


Page 2 Mental Health - See A Oe . a 
a ae ee oe ra 
“COMMENTS: j 
7 ee : _ ' oe 
¥ ; fe ee 
a : 
* ran a 


2. The iheraratst evaluated and, dseumented ‘he client! $ 
goals, functiona! abilities and:deficits i iy the 


fol lowing performance component areas: “ : . ° 
oe ge psychologits/intraiinal skill e ae e Wen = . 3 
_b, social/interpersonal Belts” _ oO - 
&e cognitive skills NaS 2 . - 


34 When the results of se occupational’ performance © 
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A. Referral Standards nad 
oo ee 
i * 1. The therapist documented: . ae 
>? . , J 
' a ° / : 
aes #. ‘the date of re ceipt and cetera] source | 
“ob. the services req yested aan 
ger, Phe above (aéb) within oke weit doy. of 
« -* the referral receipt 
‘ ‘ : i : 7 7 : ‘ 
Cy Eval ucstion § and ge _ a 
ere . : . : 4 . 
: & FA “. & : ‘ 
1. Tae initial av tion was completed and the , 
results sfocumented within at least five working, 
degli aac eens of ceferral: receipt, ‘ 
1) ame have been developed hy occupational: therapis ts working under the suspicas Ty . 
AOTA Continuing Certification Progrem and the AOTA-HEW Continuing Competericy ‘Contraé # 
No, I-AH-441I6, The standards are available for use inc salf-assessment or peer review program; 
however, they are not off?cia! AOTA standardssuntil approved by. the AOTA Delegate Assembly. 
Any questions regarding dhetr use should be directed to the AOTA Director of Certification. ‘ 


-2) The attached AOTA "Statement on Occupational Therapy, Reletels "is a guideline forreferraf ., 
for occupational therapy $ ervi.ce, ’ 
/ 3) The attached narrative statement on the standards and the glossary of terms shou Id be 
explenatory reference throyghaut the record review. “ac 


4) The standards are net PSRO screaning criteria, AOTA rode: apoening criteria are avpilable 
for. $2.90: from AOTA, Practice Divisions. 
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wa the initial aed lation included an inital : 
assessment of the client's goals, and fUnc=: 


\ tional abilities and deficits in: 


a. .occypational performance (activities of 
| daily living): v 
1) self-care skills | - 7 os 
2) work skills ee gs 
3) play/leisure skid ls 
by. performance component sk ills: 
1) motor.skil ls 


2) sensory integrative skills 


, 3, When any of the above (- a and/or wv) 
aaa rasu Its indi céte d PoP ssible deficits in: 


oe ‘psychiologtea | skit ls, ane 
b, social skills, and,’or 
c. cognitive skills, 


. * 


the sharaptst eValuated these areas and- 
; documented functional deficits; or referred the 

client to the appropriate service’ individual 
for evaluation, 

‘ | 

., When any: of the above (2. a, bend/or 3) 
evaluation results indica tod! the client's need for 
referral to'community s services or programs, ‘the; 
therapist determined the availability of such 
‘community resources; or refered the c valuation 
to the apprapriate service/individual. 
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C. Program Plan Standards 
T. When the evaluation results indicated any of the 
following problems, an occupational therapy 
' program plan was developed: : 
a. decreased ability for occupationa |! perfor= : 
mance (activities of daily living) 
' : soa = 
b. muscle weakness and/or limifed endurance 7 
_c. limited gxzssive range of motion / ms 
‘d. lack ef active motion : ae ‘ 
@. abnormal muscle tone one 
F, abnormal! patterns of movemant (synergies) = 
g, lack of dexterity and/or coprdination wate 
H, impaired sansation: (tactile in, tem= ° 
¢ , cn oe 
perature, stereognosis, proprioception ) ane (ae (aa 
i. impeirad cognitive functioning (confusion, eS 
‘ , ‘ : 7 . , hae 5 a poo — =f 
disorientation, and/or judgments ', |: mi} 
[. impaired head or trunk control en 
dae ae : ; Pe arene ee 
k, neglect of involved side of the body 
ors (eer |e 
|, de prassion and/or low self-estecm. ne 
me pin Se ee Ga 
: n. inability to communicate basic needs ne ees 
0, edema of the hands 
p. visual “ield deficit § . 
s qs. apraxic 
2, The therapist clocumented the program plan with-f 
‘ir sik working days after the acknowledgement of poy : 
the referra) receipt, 
the re ene) receipt. 
Se The documeAted prograny plan cansisted’ of a 
statement of: 
a, achievable program gocls yee 
’ ae on * 
“3, metneds toachieve the goals 
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a Ama aaa Se a laleek alot | en 
COMMENTS: ' ; ei 2) Sie 
cal 4 =_ ae 
: + G . 
og Ld 
o,| — 
r 1 & 
8 
4... The progiam plan goals and methods were = 
consistent with: a : | = |= 
a, the eve lbalive resul ts and expected pro= : ba ‘ 
gnosis : AD ie 
b, the goals of the client and/or family a | 
c, the program plans of other health care. aoe | 
7 practitioners ‘ \ ; 
1 \ ' 
5. ‘When the evaluation results indicated any of A : 
. the Following problems, the program plan , 
consisted of (but need not be limited to) the 
following methods: : i 
a, decreased ability for activities of daily 
living: 2 - 
The therapist planned, as needed, 'to - : 
pene . 
}) Freat specific performance components 
, : that interfere with function; and/or i 
5 2) use repetitive pracslce of activities of 
daily tiving; and/or ; 
, ‘3) teach one-handed methods for perfor- 
* mance of aétivities of daily living; . 
end/or | - Poa 
4) provide'and train in the use of assis stive . 
devices; and/or ¢ 
: 5) develop pre-vocational or avocational °F ‘ 
interests; and/or ; 
6) give recommendations to elimincte a 
, and/or adaot architectural or environ= | 
mental barriers to enhanée performance | 
in the discharge setting; 
it 
’ b. |) muscle weakness daid/or limited endurance ! 
where -there is isolated muscle control?’ | 
¥ The eae eee as needed, to I. . 
é I) use gra ded activity program; and/or | 
Q 4 use assistive to active to resistive poe 
exercisg program; and/or ae 
3) use activities of claily living training 
o program 
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e. “limited passive joint range ae motion? 


The eae pleaded: as needed, to; . 
1) teach sélf-range of motion; and/or 
2). use exercise devices, i.e. ‘pulleys and — 
skateboard; and/or 
3) use positioning. devices, }.@. splints, 
ho slings, pillow, arm rests, lapboards ; 
a and/or . : 
' 4) use graded activity. programs; aed ee 
- 5) perform passive range-of motion or teach 
significant others to do so . 
d. lack of active motion in the involved ” 


( . ; 
, extremity: i os 5 


“Thalpheropis planned to: ; 


4 


‘Vy use methods Witch facilitate moriod 


n 


ee. shate si musele jones 
eae 7 7 " oat 
The marepist planned, as needed, to: 


if 1) use methods which either facilitate, on! - 

4 ‘tinhibit fone; and/or is 
. »'2) perform passive range of motion; weal 

“4 *.# 3) refer, bo anys i¢ian for medica! Moye ges 
— ment ‘ = 2 


f..  ebnormtal patterns of movement of the 
‘involved extenaty. (synergies): 


“The therapist planned tor. 


"4 


. Sel 
* ay 

* . bf 
ze 


1) use Mme thods to work side abated 
ms and | Facifitdte norfia ! patterns of : ‘mave- 


“ “Hm a, F 
7 .: . : . wel a yo a 7 : : 
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1 \ * : é 
yo La rea So ae ac —.|. 
| ge lack of dexter ty and/or coordina ion 
/ ok, The therapist Sinaned to; 


|) use repetitive graded activities or 
exercises requiring coordination. 


he impaired sensdtlon: 


‘The therapist planned tor 


' |2 | rs j “| 
=} uoljoo ISA! up syaw Jeu | 


I) use methods to compensate for sensory 
impairment 


Th he f 
wo 
af j 


', i, confusion, disorientation; and/or poor 


‘ vagmient: 
j ‘ The therapist planned to: 
no ‘ 
a ' 1) use realityorientation beeen aete and/ | 
= or 


2)-structure patient’ schaily ches ivities or: 
environment; and/or 
_ 3) instruct, significant others on approaches 
Pm -for patient management; and/or 
4) réfer, for medical management; and/or 
5) use sénsory~integra tive techniques to 
increase -artentation to the environment 


« 


j. “impaired head or trunk control : 
The therapist planned to: 


1) use strengthen ing activities wHen weak- 
ness is identified as the cause; and/or - 

2 2) use exercisas/activities to enhance : 

: postural and equilibrium reactions and 

to-increase awareness of a in space; 

_ and/or 


eoakel: ee 
4) provide support equ ipmentas Heedécl 
and/or e 
5) teach patient and/or sign icant others 
safety precautions , 


you sou | 


uctrpoisiisnl ou 
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k: neglect of the involved side: 


The therapist planned, as needed? to 


1) use sensory sHmulation: cognitive input; 
and/or 
2) use bilateral activities, especially those | 
requiring crossing into sagiected spaces; 
and/or - 
3) position body parts where they canbe | 
- more easily seen and less ally ignored; uo 
and/or 
4) instruct significant Sian in the nature. 
of the problem and safety precautions 


be desis: and/or low esteem: 


The therapist slenned: as needed, ‘to: 


I) encourage and provide opportunity 
‘for thé expression of feelings 
2) involve the patient in success experi- 
ences 
J3) help patient recognize his7har cap- 
abilities 
4) refer for.medical or psychological 
management = 
m. pain: 
The therapist. planned, as needed, to 
1) notify the physician 
2) if any of the following are causes: 
increased muscle tone -------3a) use 
techniques to decrease tone 


unsupported joint ---~--------%b) pro- 
vide. support 

joint tightness ~-~-----------  c) per- 
form range of motion 


_ ederna ais ieelaetataiaiaatatetetaeaiateT d) use 
positioning, active exercise and/or pro~ 
vide support 
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n, inability to communicate basic neads: 


The therapist pinned, as needed 


1) explore alternate methods of communi- (tf EY 


| gation (exploration may mean referral to 
4 or collaboration on speech pathologist) 


\ 
b, edema of the hand: 
| The herapist planned, as need, to: 
| 1) gisvots the hand and/or” 


| 2) apply pressure wrap; and/or : 
3) refer for medical management 


i p.. visual field deficit: . 
aS ae ; eo 
The therapist planned, asineeded, to 


r T. | ah 


iH 


HI 


1) teach patient toscan*s ss a 
2). increase ‘cognitive awareness of the 4 
problem weeny 
3) use activities that require working i in the | ft 
‘“ssimpaired visual' field TEN Sete ea 
) instruct significant others on managemen i 
_ of the problem . i PY] 
: @q. apraxia; * 


The therapist planned as needed, to 


1) use activity programs graded by cogni- 
tive requirements 


Bt ia 


2) use repetitive practice of similar.motor a] 
acts using different abjects — ~ [raphael 
3) use graded, repetitive, manual guidance! [ [|_| 
a for handling and use of familiar objects | -watpq tren 
. 4) increase the complexity of functional ma 
‘ performance as simpler tasks are mastered] uding sue | 
5) use sensory-integrative techniques am 
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D, Program Implementation ‘Standards a 
1, The therapist implemented the eccupationgd) — I Pa 
therapy program according to the program plan, [ es ee | 
* (refer back to the program plan goals and 
methods) an 
2. The therapist documen ted at least every five 
working days, the occupationa! therapy services 
provided, the frequency of the services, and. the 
: client's progress toward goals, 
, «3. The therapist periodically re-evaluated and : 7 
documented the changes in the client's oc cupa~ ’ ' 
_ tional performance and/or performance com— . 
= “pondnt skills, a , 


a a. if the client's program exceedéd.a ‘3-month {~ ae \ 
period, the client was re-evalucted at Se 
least every two months. 
b. if.the client's program is less than three 
oy months, the client was re-evaluated at 


vo "least once per month, — 

4, The therapist fotmu lated, documented and : 
implemented program changes consistent with °s 
the changes in the client's occupational per- 
formance and performance ‘component skills, 


E, Discharge Standards 


1, The therapist prepared and documented the 
occupational therapy discharge plan. 


2. The discharge plan was consistent with the 
client's goals, functional abilities and deficits, 
conimunity resources, and prognosis. 


DATA. ABSI RACT FORM FOR KeCORD ke vie WwW 
Page os Stroke ; 


COMMEN TS: 


@ 


ERIC 


JA Fuirtoxt Provided by ERIC 


. achieved the program goals and/or achieved . 


“January 1976. 


- the discharge plon r 


The discharge. plan wos consistent with the 
discharge plans of the other health care practi~ 
tioners. 


In the preparation of the discharge plan, the 
therapist allowed Gnough time for goordination, 


acceptance, and effective implementatioh of 
S 


The therapist documented within two days 
following discharge, the client's functional 


abil ities an@Mteficits in occupational perfor- 
mance and performance component skills at the | 


time of discharge. . © 


= 


The therapist recommended discontinuation of 
occupational therapy services when the client 


4 
maximum benefit. from the serviges. " °\ 
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; wah ABSTRACT FORM FAP RECORD REVIEW “COMMENTS 5 
\ ‘Sinden sf Practice oe ‘Oceu tional oreby Services o | 
a ee for Clients ts with Arthritis! a : Z 
Ae \. ‘ : : ! — = : - . - 
she ey ; ‘ ‘ Rare =, a ‘ , 
| Mc nl ae eee oget ce] 2 . ze 
1 = wisi Cc 
i Ws si ee : l, a | Ye : 
‘4 record numbers, sg hate ofireviews & ue so 
Pee eee te ef onl ela alist Soc hares = on 7 
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diagnest oe pT aah | oT 
a acs [eres o°| = oad ‘ 
poiettesoda tees “ ane Sate ees i reviewer: ig q a 
: . , Process Standards — ye 
(foe. ‘ 2? . ' 
; A. Refecral Standards i, : £ 
\ . | , 
I, ae therapisf documented: ae = 
x 1 a ‘ 
g. the date.of receipt and reforval’ source: ‘ . 
b. the services requested _ . ' 
. c. the above (a&b) within one working day of ‘ 
_the receipt of the referral : a 
B. Evaluation Standards . a ‘ / O 
“1. The evaluation was completed and the results wo 
~ ' documented within at least Five working duys | 
. affer acknowledgement of referral receipt. ; 
* . 
: ; | : * a 
* . 7 ‘ . ; 4 


\ 
“Wy The standards have beeh Seidenad hy occupat ional thesteais ists working under the auspices of the 


AOTA Continuing Certification Program and the AO TA-HEW Continuing Competency Contract. 
No, lA -44116, The-standards are available for use in a self-assessment or peer review program; 
however, they are not official AOTA standards until approved by the AOTA Déleyate Assembly, - 
Any questions regarding their use should be directed to the MOTA Directoxoh Certification. 

2) The attached ACTA "Statement on Occupational Therap y Referral," is a guideline for referral 


- for: ‘ocgupational therapy service, ; : - 
3) The attached narrative statement on the standards and the eieecune of Feri should be used as a 
explanatory reference throughout the record review,- : : 

4) The standards are not PSRO screening criteria, AOTA rrocle] screening criteria are ‘available 
for 32, 0) “from AOTA, Practice epee ; ao 
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# * 
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COMMENT $:" : 


2. The evaluctlonineluded (but need:not be 
[imi=ed to) an initigl assessmeht of the client's 
coals, and fursctiona® abilities and déficits in: 

an) . s 
ae occupatlonal performance (activities of caily 
Itving): an 
_ =) self-cose skills 
2) work skills 
3) play/lelure s kills 


be performances components: 
2) mnorors xIlls: = 

4) active and passive rgnge of motion of ane ee 

affecte d joints; \ Sole seeth 


bb) nus cle strength (within pain-free ROM) 


c) endurtarce;z level of activity tolerance- 7 ee eS) 


3. The ovaluatloralso included (but need not be 
Limited to) on init igl, assessment of:@ - 


ge the client's abfliry to utilize the physical 
fail ities and equipment within the Fiving 
‘and/or wor king eraviormment 


4; Ifarsy of the ebov e(2 and/or 3) evaluation 
-resylts indicated the client's need for referral to 
commun ity services of programs, the therapist . 
¢ ttermined thay ailabi lity of such community - | | 
resources; orraferred the evaluation to tha 
c \propriate servic e/i adi vidual. - ( 


5. | fonyo f the choy e (2,3 ,4) evaluation results in= 
dicated possib Jo deficits in psychological or secial 
sllfs, the therapist evaluated and clocument ec 
Functlorsal deficit in psychological or social 
s AEs; or refereed the client to the appropriate 
sarvice/Indlviclal for eval vation. 
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Cc “trogram P lon Stordards ~~ 
1, The thesapist documented the program plan within 
ak working da ys alter theg cknowledgement of the 


Shamel rectip t 


Z, The documented ptogsam plan consisted of a state- 
omen tof! 2 


5 : S 


a+ achievable program gcals 
b « methods ty achievathe goals ~~ 

S The pregrarnpfan joal and methods were con 
s btent with: 


aa the evaluative results ond expected prognosis’ 

bo the goals of the cJ lent aad/or family jt. 

ce the ptog tate plems of other health care practition ; 
em 


4. Vihen the @ valuation sesults Indicated a préblem in 
amy of the follo-wing areas and if there were no 
mdi cal restiic tloris, the program plan included 
(out need nat boli mitad ro) the following methods: 


gs Occupation | perfomance (cctivities of daily 
Viving) < 


The therap3 st planned , ci naeded, to 


() teach qclaptation of methods; and/or 
2) provide odepted or assistive equipment; 
ond or 
3) atlapt equipment and/or environment; and/or 
4) discuss alte matlys methods of pursuing 
faim ar yoca tiomal cane! avocational activities; } 
cand, “op 
5) cdheuss and dewelesp pow ‘avocational 
inter oste and sfallls. whlch are satisfying to 
cllerst's see <k and are: not harmful to affected 
jolnts; avid/or ae 
©) chews tho offesct of rhe disecse on the cfient|s _ 
os bile ly 9 parfam activities of daily living 
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b. motot skills: 
, . The therapist planned, as needed, ta: 


I) provide instruction in kinetic activities 
' designed to ingrease and/or maintain 
passive and active range of motion; and/or |* 
‘ 2) design, fabricate and/or fit orthotic devices | 
a approved by physician; or recommend 
the design of orthotic devices.to be con- 
structecl by another specialist; instruct the 
clientin the rationale for the orthotic 
‘ device; the use and care-of the device; pre- 
cautions to be observed; and/or 
3) instruct the client in general principles of 
joint protection: 


a) proper body mechanics as 
ls) avoidance of static and/er deforming 
postures 


c) work simplification techniques 
dd) need for proper balance ef rest and 
, activity 


c. problem in tha use of community resources : 
The theraptst planned, as necded, to: 


I) discuss with tho clfont those community 
resources While are avaliable fo meet 
his or har needs th the areas af: amploy~ 
ment, racreation ,»secialization, trans aort~ 
ation, cdelitional therapy service: , and/or 
sources for adaptive and/or exercise o quip - 


mietiba. 
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d. problem in psychological skills; 


The therapist planned, as needed ,'to: 

l) provide psychological support; and/or 

2) provide opportunities for client to express 
Feelings; and/or : 

3) develop self esteem and self concept 


4 


e, need for home program: 


av 


The therapist planned, ai needed, to: 


I) davelop, discuss and docunent a hone 
program 


oy 


D. Program Implementation S$ tanclands 


I. Tho thorapist timplemented the eccupational 
therapy program ascording to the program plan 
cleve loped for the following pro'slem areas: 

a, problem in occupational por formance 

(actlvities of daily living) 
: b, problem i in Wotor skills 

c, problem in the use of community resource: 
d, problgm In psychological skills 

@, naod ies home program 

(refer back to documented program plan for 
review of progran) plan goals ad methock) 


2. The theragist docunentad at locst every five 
working days, the occusctional therapy services 


provided, the frequency of the services, and the 


client's progress, toward qoals. 
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3. The therapi¢t dacymented the following {ypptoins , f 
. (c%ehanges in symptoms) if notedd ~ 
a 2 = 
aoe a Ge eee ol . ' i 
a, joint swelling, tenademass, inflammation ale | ; 
. . ae * *. i 
¥ be pain sf Ly a fe ; 
"Ce stiffness  - NS 
i \ 
d. muscle tenderness and atrodbhy : 
ee skin changes; nodules “° 
fs increased joint deformity : : 
ge decrecsed sensation i : 
i, E 
4, The therapist periodically re-evaluated and 
7 documented the charges in the client's occupation - 3 
al performance and/or performanée component skills 3} _ 
a. if the client's program exceeded a three-month F - 
y period, the cent was re-evaluated at 
least every two months F 
b. if the client's pragram was loss than three 
months, the client was re-evaluated at least 
once per month « 
3. The therapist forumulated, documented, and a (aes inant (ea a 
= implemented program changas consistent with —- 
, the changes in the client*s occupational perform- 
ance and performance component skills, 
we dt 
a ke 
E, Discharge Standards 
Il. The theravist propared and documented the oceus POP Ps 
pational therasy discharge plan. - 
2. The discharge.plon wos Consistent with the client's 
goals, functional abilities, deficits. community i 
resources, and prognosis. 7 
& 
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or 


The discharge plan. ‘was consistent with 7 : 


_ discharge plans of the other health care . 


practitioncrs. 


* 


‘In the preauhyion of the dis chargo"plen , the: 
therapist allo ed énough titre for” coordination, 
acceptance, .and effective implementation. of the « 
discharge slay . 


M i . s *. + ery 
’ 


. 


The therapist Soeueuted within two: days, illow= 
ing discharge, the clicnt's functional abilities 
and deficits in occupational rcjemoncacn’ en 
performance component-skills atthe time of 
dis charge, . 


The therapist recommended sis spe af 
occupational therapy services whe# the client, 
achieved the program goals ahd/or had achieved 
maximum beneflp from the pervices . 
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‘Siencante at Gracti ce for Oceupe tional ioe 
for Clients with Arthritis | 


jo wi! 


Client's name: 43 _ pages + 


ayqoaiiddo you 


record number: jqte ofraview: 


‘ae é . 
iggnosis:: jtherapist: 


= 


e : . , 1 : - 


we 


Outcome Stan da rds 2,3 


\ 


« 


“'A, Gene! Standards: a : 


These general standards are applicable to clients with 
any type of arthritis. Additional outcome standards 
are stated for some specific forms of arthritis.’ ms \ 


— Outcome flandords state what the client is expected to . ‘\ 
“achieve or be able to do a3 sa result of the occupationa! th 
.  _ therapy pea ram». au 


> In order.to assess an scapa therapy program 
with these outcome standards , ‘the reviewer should 
review the record/chart to determine if the client, 
achievad each of the following goals: 


| 


I The client performs, within the limitation of the 
disability, those activities'of daily living which dre 
ipertormed aie someone of his/her age and role; 


ns Sr ee 


3: Gorawe See Sane — = ae ee. Se San ee RE 


I). The’ standards hav@ been developed by occupational therapists working: under the auspices of the: 
AOTA Continuing Certification Program and the AOTA-HEW Continuing Competency Contract 
No, I-AH44116. The standares are available for use in a self-assessment or peer review piSgram; 

_ however, they are not official AOTA standards until approved by the AOTA Delegate Assembly, 
“Any questions regdrding ther use should be directed to Ihe AOTA Director of Certification, 

2) The attached ACTA "Statement on SO eeuraieontl Therapy ‘Referral, eo a guideline for rofdyral 
for occupational therapy service. 

3) The attached narrative statement on the standards ae the gloss sary of terms should be used as a 
explanatory reference throughout the record revie 

4) The standards cre not PSRO screening criteria: 
for $2.06 from AOTA, Practice Division. 


és 


ACTA thodel screening criteria are available 


(January 1976 Edition) 
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COMME NTS ; 


& 


UOITDOIZ1ESAT uaa tyauU you | 


2 The client practices a balance of rest and,activity,. 
work simplification techniques for energy conservation 
in his or her daily routine or activities, ~ 
3, The client incorporates joint protection, /preservation 
techniques into his or her daily routine. 
4 A" os 
\ Lo x ‘. . : : 
4, The client usbs proper body inechanics during rest 
and/r activity. 


5, The élient wecioare kinetic activities as instructed; 
observes ‘necessary precautions. 

6, The client has same or increased active and 
passive range of motion-and strength on last day 
treated ai on first day measured, 
$ . i 

7, The orthotic device met the needs for which [t was 
provided; e.g. decreasé of fain, increase of 


. ¢ function, and/or prevention of deformity, 
f £% 


8, The client properly uses-the orthotic device, 
( and observes precautions. 
9, The client properly dpplies, removes, and cares 
for the orthotic device. : 


10, Ins client correctly uses the adapted of atsistive 
a : : 

11, Modification in the structural arrangement and/or 
aaa iit ‘the culaah environment has 
environment 

12, The client correctly follows the home program. 

13, The client's family encourages the client to follow |= 
the instructions of the occupational therapy ea 


program, the home program, and the required. 
activity restrictions, 
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& 


B, Outcome Standards for the Post -S yrgi cal Phase: 


COMMENTS; 


I4, 


Standards are the same as those listed’ under the, 
general standards with the following additions: 


26 


4 


tn 


E i 


OlDdIy1SAl UM s4aW Jou 


The client and/or significant others agree to 
follow the arrangements made to assist the client 
in activities he or she is unable to perform at 
discharge. , 


a 
= 


Pre-operatively, the client cosrectly performs 
the pre-operative exercises, 


Postoperatively, the client correctly performs 
the post-operative exercises; and/or correctly 
uses Orthotic devices, 4 

inal iv 

Client observes post-operative positioning, 
exércise and activity precautions, including 
correct body alignment while lying, sitting, 
anbulating, or transferring. 


During surgical post-operative recovery period, 
the client functions at maximum level of 
independence in activities of daily living, and 
receives assistance far those activities and/or 
tasks he or she is unable to perform. 

Client's family or significant others encourages 
the clients to fotlow the instructions of the 
occupational therapy program and activity 
restrictions specific to the surgical procedure, 
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* eons of Rheumatoid reais 


1, Standards are the same as those listed. under 
the general stanclards with the following additions: 


a. Client observes in his or-her daily routine, 
. the safety and/or activity precautions 
. relative to systemic involvement (gastro- 
intestinal, renal, cardic, - pulmonary’, 
or visual complica*ions). 


D, Outcome Standards for Clients w with 1 Polythyositis 


and nd Dermatomyosi tis: 


* . , 
1, Outcome standards for treatment of manifestations 
of joint involvement and/or arthralgia are the 
same as fhe.general standards. 


2. Outcome standards for clie ts with muscle 


involvement are the sam#@as the general standards 
with the following additions: 


a. Client uses prescribed ambulation aids con- 
“sistently and as instructed, observing safety 
precautions against falling during ambulation 

and transfer. 


involvement, tlient observes or can instruct 
others in necessary safety precautions relative 
to eating, 

ce Client observes appropriate positioning while 
lying or sitting / ihcluding use of neck supports 
while sitting. Va 

d, Client performs daily strengthening exercises 


* 


as prescribed, 
eo Client performs range-of-motion exercist? 
daily, as instructed, 


» be When there is dysphagia secondary to esophageal aa 


uOHOOI ESAT ysim 2480) Jou | 


= 


COMMENTS: 
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COMMENTS; 


Arthri tis: 


fee 


» 


I, Standuords are the same as the general standard we 
with the following addftions: 


a» The child, parents and/or respansible others 
observes in his or her daily routine, the 
satety and/or activity precautions , related 
tg systemic involvement (gastro~intestinal, 
renal, cardiac, pulmonary pr visual compli- 
cations) « 

b, The parents or responsible others use tratvtment 
tachniques and supervise treatinent follow~ 
through when client is unable to independ~ 
antly manage a home program, 

ce The client's parents and/or othars use 

appropriate activities for the child's develop- 
mental level to prevent or compensate for 
developmental lag attributed to illness, 


F, Outcome otandards for Clients with Ankylosing 
Spondylitis: ; 


1. Standards are the same as the general standards with 
the following additions: 


a. Client practices a balance of rest and activity, me 
and takes safety precautions against falling, , 
bending or stooping. 

b, Glient observes in his/her daily routine the 
safety and/or activity precautions relative 
to systemic involvement (gastrointestinal, 
ranal, cardiac, pulmonary, or visual compli- 
cations). — 

cy Client performs exercise program and maintains 
‘aptinal posture as instructed. . 

d. Client performs postural and breathing exercises 
a3 instructed. uae ames ake 
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COMMENTS: 
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udp sal ou 2; 


uid 


G. Ouiceane Standards for Elionts with Systemic, Lupus 


Erythematosis 5! 


|, Standards for articular involvement are the 
same as the general standazds, with ine follow. 
ing additions: - 


a. Client observes in his/her daily routine, the 
safety and/or activity precautions relative to 
systemic involvement (gastro ~intestinal , 
renal, cardiac, pulmonary or visual compli- 


ims 
cations), f 


b. Clients who are sensitive to ultra-violet of | 


sunlight use protective techniques to avoid 
exacerbating effects. 
H. Outcome Standards for Clients with Progressive _ 
Systemic Sclerosis: 
I, Standards for articular involvement are the same 


as the general standards, with the following ' 
‘additions: 


ae Client observes in his/her daily routine, 1 | 
the safety and/or activity precautions tr 
relative to systemic involvement (gastro~ 
intestinal, renal, cardiac, pulmonary 
or visual complications), 

b. Client performs daily range-of-motion exercises 
(including deep breathing to maintain chest 
expansion), and facial exercises to preserve 


| 
l 
i 
t 
t 


oral opening. 
cy Clivat’s family and significant others pay 
specific attention to dental care. 


d. When necessary, the client observes precautions 
for Ra ynaud's phanomenon and skin ulcerations. }-—-——--}- 
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weed KNOWLEDGE AND SKILLS REQUIRED OF AN ADVANCED LEVEL 


OCCUPATIONAL THERAPIST PRACTICING . 
iE THE SPECIALITY AREA OF MENTAL HEALTH 


J 


_ Definition of an Occupational Therapy Mental Health Speci ai 


The occupational therapy mental, health specialist is an individual who possesses 
advanced knowledge and skills andshas- either a basic srs ienel desis 

with a alien of we years sPaicadiees clinical experience in ‘fe field oF 
mental health or a second professional degree with is apscen of one veel of 
suipervigedreltateal experience in the field of mental badlilin | 


The specialized knowledge required by an Sctupational therapy mental 
‘health practitioner includes: normal emonenal — and develomete | 
abnormal psychology, citniesl psychiatric cendlitiene, neurophysiology and 
neuroanatomy, dnd socivlogy. Knowledge of theoretical principles of 
occupational therapy practice and the. technqiues of detivity intervention . 
are also required, This same A waite base’ is expected of the atiryclevel ; 
occupational therapist; the specialist, however, must be able to send upon, 
this content in both scope and deisiti, 
The specific functions of an advanced level occupational therapist are the “= 
same as the functions of an entry level therapist, The functions with 
individual and/or groups of patients/clients are: (1) screening-evaluation, 


(2) treatment of program planning, and (3) treatment or program implementation, 


. rs 
? 


The supportive functions for both groups often include administration, such 


‘ as management of staff, budget, and supplies, and participation in research. 


More frequently, the advanced level therapist is responsible for student 


supervision, research, in-service education and consultction. The knowledge — 


and skills requisite to these support services-are not dealt with in this document. 
Oftentimes, and perhaps erroneously so, the advanced level therapist is defined 


by his/her participation in supportive services, i.e,, supervision and administration.’ 


Knowledge Requisite to Occupational Therapy Mental Health Speciality Practice 


The advanced level neeupantonel therapy mental health practitioner must. know: 
le occupational thérapy theories: The therapist must know the major 
Sceveational therapy theories and have a complete understanding of the 
writings of major theorists including Gail 5, Fidler, OTR, Mary Reilly, 
Ed.D., OTR, and Anne C. Mosey, Ph.D., OTR. The therapist also 
should be versed in the cercenh of occupational performance and 


Robert White's theory of competency. 


2. application of theory: The therapist must know principles of application 
of theory and must know how'to generalize theory to specific client 


intervention. 


o.. 
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use of activities: The therapist must kndw about the use of activities 


_ in assessing and treating patients/clients. The therapist must also 


know the meaning and effects of specific activities and know how . 


¥ 
to analyze and use them, 


* M acne 


eran 


s 


psychiatric conditions: The therapist must have a thorough under- 


standing of the processes Of emotional disorders. ‘The therapist should ~~: 


also know the diagnostic categories and implications of the somatic 
u : ; : 


treatment indicated, The therapist should know how to obtain informa- 


tion from the literature and from colleagues regarding psychiatric ” 
4 . o ; ; és ; a 
conditions.. Knowledge of the urgani¢ bases of certain conditions is = * : a 


also required, 


‘ 


social factors: The therapist must have knowledge of the social — , 


environment of his/her patients/clients and must be knowledgeable 


about the activities and values important to particular cultures and 


the psychiatric conditions specific to ity The therapist must also be 
able to know how to study different and changing cultures and how 


to apply éccupational therapy theories to them, 


' 


| po 


Skiils ‘of an Occupational Therapy Menta | Health Specialist 


acta 
ogy 


|, senate skills: The advanced level therapist diffors front an entry * 
level therapist in a qualitative manner. Although both are likely | 
to have the same knowledge base, the advanced level dsrent. 
should be aple aenhy that iaeaieden more readily. In all 
‘aspects of mental health neice, the specialist should be able 
to aikes predict ieee of practice. Whereas the Sniry 

| level therapist is italy to’ use.tria! and error, the advanced level 
7 _ therapist i approach the patient/client with greater certainty 


‘Tt is indeed, therefore, difficult to quantify these differences. 


a : 2 i 4 o 
e 


' 
‘ we, < «4 . : F 
. . 4 = = + ' 4 


2. specific skills: The advanced level therapist must be able to: 


a. readily observe and. define rormal and abnormal behavior-and--—— 


* = a 


oo assess’ functional capabilities of the patients/clients within a 
given population. , 
b, readily use and design a method of measuring yelubive degrees 
_ of functional behavior. 
C's | analyze and report information regarding patient/client functioning. 
1d. select, plan for and'predict the effects A Werassuitc intervention. 
e. use a variety of activities and orient gafiente/eltaie to the 
: ; : a 
activity process, Ps 
-  & modify treatment programs. 
-4- : 


“NMED AND SKILLS Vv ) ACCONPANY pO & FUNCTIONS 


(See Apa, V, The Role ond Function of an Cpt Therapist a5 a Mental Health bad tone 


4 : a ’ : 
FUNCTION: Seteening-Evaluation _Treatment Program Planning ——_Tréatment of Program Implementation y 


KNOWLEDGE: ], Normal human behavior. This is theoretical boaleiachie human behavior is described hienabe of different ways, ; 
_ It is expected that the therapist understands Several different theories regarding.normal human behavior, 


General _ 
knowledge 2. Pathological conditions or deviations in normal human behtvior ond standard sie ete vied to a such 
( applies to 7 conditions - if . 4 


all functions) 
i, {eaten t theories -hypotheses regarding behavioral oe Therapist shuld be familiar with vert ferent. 
recent theories, | 


A, Social and! cult environment ond its effec upon normal and deviant behavior, The nature af individual's 
and group 's engagement in activities, 


; 3, Occupatiorial heopy theories/| hypotheses regarding wse of activity to facilitate behavioral change, fy 
Specific Test and meosurement Syntheses of evaluation data . Use,and analysis of activities | 
knowledge —_ oe a 
(applies as © = Design and administration of Social fadtots® a ~ How specific activity changes 
indicated): evaluation instruments - a Sa? oe ~ behdvior 
~SKILDS: The ability tos 9 ~The ability tor. The sbi to 
6 observe and define normal and g assess client's potential « a instruct client in activity 
deviant behavion | | Bo 
| @ select and predict effects | . —@ select and engage client in an 
Q design a test of measurement to ; of therapeutic intervention “activity that will provide a change 
: ! In client's behavior | 


"assess lent 5 behavior 


Oe 


8 o adninister evaluative too 


ERIC e ‘collect and report information . we : , di 5 
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THE ROLE AND FUNCTIONS OF THE OCCUPATIONAL THERAPIST 
, ae ee “AS A MENTAL HEALTH PRACTITIONER 
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’ THE ROLE AND FUNCTIONS’ OF THE OCCUPATIONAL THERAPIST 
2h ‘2 : AS A MENTAL nen PRACTITIONER | 


aa BY DIANE SHAPIRO, M.A., OTR 
so PRINCIPAL INVESTIGATOR 


Odeupgtional therapy as an applied science ‘is concerned with directing man's 

participation in selected tasks to restore and..enhance hes fomnanis, to facilitate 

ieaciine of tasks identified as essential for adaptation and productivity, to minimize 
pathology and to promate the maintenance of health. Its fundamental ‘objective - 

vis the. leecisonen dnd maintenance of the capacity throughout the life span, 

— : toperform with satisfaction to self and others, those: tasks and ‘oles essential 
to productive living. . | 
( 
Reference to sdeugation in the title is in the context of man's goal- directed 4 


. use of time, energy, interest and attention. 


The Role and Function of the Occupational Thera ist as a Mental Health Practitioner 


The specific roles and functions of an o¢cupational therapist as a menta! health 
practitioner with individual or groups of clients are related to: (1) screening~ 


evaluation, (2) treatment.or program planning and (3) treatment or. program imple- 


“iis : 
mentation.. Secondary or supportive roles and functions may include education 
co : 
i ais ! A } Pi i : j 7 , = a | . . 
- and supervision of students or technical staff, administration, research and consultation. 


. . ? 
ERIC 7 : 
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The scope of the role. of the occupational therapist which is described in this 
document is limited’ to the occupational therapist working with adult clients. 


afer \ ) 
The. clients are individuals who have fees cay in management 


of their life tasks because of any number 7 ee caused by either emotional 


and/or environmental stress or pathology. Clients of all ages receive the; 
¢ i ee Pe 
services of the occupational therapist, however, referrals come from pther. , 


; oe by \ . : - ‘ iS Joy 
professionals, relatives, or directly from clients. Services are offered in acute 
or long=term private or public hospitals, psychiatric clinics, schools, community 


mental health programs, clients' homes or private practice setting. . 


aes H 
+ 


1, Evaluation 


: : . , & < . : : ba F . 
The first phase of occupational therapy intervention is screening.and evaluation ij 
: : . z “A \ #7 
, : a be iw 
_ of task performance, i.e., the performance of self-care, work and play tasks, 
- the activities. of daily living. The therapist begins the screening process by 
. . . ale 
making a generalized assumption about whether thé cltent needs some kind 
ne Meee 


wh i 


[ 
of treatment. Observation of client, and/or family intenview, and a referral 


often indicate broad areas of dysfunction. During the screening phase, the 
therapist, for example, may ask the client to describe his/her norina | daily 
activities. A poor balance of work and play experiences wouid be indicative 


. of the need for evaluation, In all cases, the screening is focused upon 


observation of the client performing an activity and/or an interview wits 


stb, 
eh 
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client and/or family about the client's ability to perform within his or her 
. . 


occupational and supportive roles, The Dapee must decide from this 


cursory information whether or not the client can participate in a thorough 


ee: evaluative pipeeduce or ifa postponement is necessary. A frequent. 
\ oe bonivaldtedliod for evaluation hay be an acute pychot states At such | 
times , medication and supportive diversional activities are recommended, ~ 
The performance of an individoal in a highly agitated state may not be indicative 
| of Bi: or her actual ability to seffanid 
If the client is able to participate in the evaluation, the therapist must salect 2 
“The appropriate procedures. In some facilities, all lie aks are svalualed with 


the same procedures. In others, the therapist will:select one based upon the 


client's specific needs and/or presenting symptoms. The evaluation procedure, 


often designed by the therapist, is an actual activity-oriented test situation, For — 
‘example, an evaluation battery may include a craft project (with written and/or 
oral directions ), a typing test, a group-project (several clients sharing a task) 


and one or more commercially available tests, 


The therapist would assign simulated tasks or actual activities and observe the. 


client's performance in each area. Once the evaluation is completed, and the 


™ — == - . = —=$— - = = — ee an ia 


~~ Fhese instances are likely to occur in inpatient programs, but are less likely 
: encountered in outpatient or community programs, ; 
,ai¢ 
4iu. 
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client's task abilities and limitations ‘have been identified, the therapist would , 


decide upon the causes of limitation ‘in terms of skill deficits. Additional. 


_or more finite.evaluation in skill areas such as perceptual-sensory integrative 


skills, cognitive skills, a hepeenal and interactional skills, an physical 

motor skills, may baindicsied. For camels. if the client was unable to 
perform the tasks that were dependent upon sco uci genceevelcicaretine skills, 
standardized jacte of perceptual-sensory eae skills may be administered. 
All areas of caurative factors are explored by further evaluation with possible 
referral t6 specialist, i.e., neurologist, Spthamalogiet, or psychologist; visit to 
homé,or interview with family oe : | 
A reportof findings including all abilities,’ limitations, environmental conditions 
and assumptions regarding the oe of thie Gauss is prepared for presentation 

to colleagues, supervisor and elteat: | 

We Treatment or Pro ram Planning  o¢ 

The second stage of intervention, treatment or program planning, consists of 
organizing a comprehensive method of helping the client to correct deficient 


a 


skills, acqyjre new skills and change defined environmental obstacles. 


The process of planning must account for the client's aspiring and actual 


im 4 ° ] 7 8 =e 7 
occupational role, developmental stage, socioeconomic status, length of 


7 es 


treatment time and motiviation for change, 


Priorities for selection of skill integration aré chosen collaboratively — 


a 
~ 


by the client, inieraplet and other profess sionals. -the selection may be 


ane % * 


me os based upon a 1 developmental sequence (defined, for example, by Piaget or 
ie oO Erikson) or Geen an immediate identified need such as the care of a child’ 


or personal hygiene. 


Environmental factors are also considered in the slectin of priorities. 
A-change in the environment, either physical or personal, may ineorpengte 
“the use of existing abilities, An out-patient, for example, may be distressed” 
because of an inability to cope with a job assignment. A change in ‘ob 7 
task may maximize a specific abi lity. . : 

“The treatment program planning veport includes all eccaientanos: for 
change (goals), the specific thefapeutic techniques to be used, the estimated 
length of time, the financial implications, the therapist's judgement eaarding 


prognosis, and plans for after or continuing care. m 


Dealing with client's motivation is a difficult issue. Ainativetionsl syndromes 

are frequently associated with emotional disorders and is possibly a primary factor of 
unsuccessful treatment in mental health. Occupational therapists usually try to 
encourage motivation for change by | presenting programs that lead to gentle and 
rather rapid change in areas that are "nonthreatening" to the client. Before any 
major change can be tolerated, the client must accept the need for and the often 


painful process of change. 


ae 
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“ Treatment ~ Program Implementation _ 


The assumptions about how change in human behayior gccurs are the basis 


of the techniques chosen for occupational therapy intervention, Occupa- 


tional therapists ascribe to various different theoretical principles regarding 


t 


_ the manner in which the activity process changes behavior. . The implementation 


of a therapeutic program or specific technique is dependent upon the chosen 


theoretical perspective. 


- Prag Ne 


ca 


The following three examples will illustrate three different theoretical _ 


approaches and use of techniques. 
eo : . e 


1, A 45 year-old male accountant, recently unemployed because of his 


4 
i 


company's bankruptcy, -has a second "psychotic depression", He was Oo 
' discharged from an in-patient seryjce, is on- medication, and was 
referred to out=patient occupational therapy by his psychiatrist. 4) 


Ability to concentrate, attend to a fask and sustain performance are 
% \ a] 
his major strengths. His despair, most evidenced by a slovenly 
. : \ » 
appearance, considerable weight loss and lack of motivation, are 


factors most detrimental to his present functioning. Employment 
is identified by client and wife as an immediate need. 
v 
The therapist in consultation with a dietitian could discuss 7 | 


recommendations for a diet and develop a behavior modification 


2 


mbm 


. 


8 


Vaetas ~ ‘ J hy ; a : : [= 7 ‘ * ae 4 , 
program to ratntoree” proper eating habits, The wife can assist 


.- dn’ the administration of positive reinforcement following self-care |= 


and grooming behaviors. As his appearance improves, the therapist 
-can begin, role-playing techniques as simulated job interview 

F =e wo oe ihe : 
. ~ experiences and then refer the client to a vocational counselor or 


. toe 


ae a placement bureau. 


"=, Se a 


“4 ” : % ’ . : 
A supportive program to maintain the client's strengths would con= © 
9 : ae : 


currently be assigned, Those activities or hobbies that interest * , 


. 


» a him as well.as require concentration and attention would be offered, 


« 


ct 


; - saitbs e tS ae ‘ : ; . : : , . 
a“ . 2, A29 yedr-oldt#éma le high school graduate with a long standing history," «. 
of schizophrenia, repeated hospitalizations, and unemployment, is dn ~ 


i, : . ‘ Ms ‘ 7 
¥ inpatient*in a stateshospital, -Her. major strengths are compliance and : 
4 ‘ e . ; Fe ‘ > 


‘ willingness, to cooperate. She functions at a very low developmental 


- level: and has’ never been a successfully complete-a:t#sk other 
than simple craft projects. Her posture is poor; she has a shuffling ae 


, ; gait, weakened nuscle tone, absent eye contactand poor motor 


a . . 


‘coordination. Sensory integrative techniques as described by 
: | 2 


P 


4 Specific reinforcers are selected by the client- praise, tokens-and coffee~ - 


breaks are some examples. - 


er 


on 
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“Lorna Jean King, OTR, are prescribed. ~ 


Techniques that provide vestibulur stimulation, such us rolling and 
spinning exercises are implemented. These activities can be offered 


ia group or individually. 


3. A 18 year-old male was referred to an out-putient clinic by the school 
psychologist because ot Yitwe ;eul histury of uinphetumine abuse, 
truancy and puvor condyct tn class. His grades were high in English, 
average in other sebjects und tulllng in muthemurtes and physical 
education. Puttent's purcets report delayed developmental landinatks 


cand years « Vigeategllbtagcac wag. a sanparedt Ie. Abt ys 


Hh pat i deo wh. Ge he Mle ssice ea f De be aa. Hod be the 
Po, bibuteb bi ee ptt ad therapist old cele f Qo tt. bused 
oper the detmied Je clopmentul sequen of pore cplaal Saiagane 7 


: / : 
Htageatt eo okitl of Al des eee ed Fe CED tecpeberd Shi ie 


rey 


Lorna Jean King, "A Sensery Integrative Approach tu schizuphrenia, " AJOT, . 

Vol. 28, No. 9, October 1974, 

© A, Jean Ayres, “The Development of Perceptual-Motor Abilities: A Theoretical 

Basis for Treatment of Dysfunction’, The Development of Sensory Integrative Theory 
>2, Dubuque, lowa, 1974, 


} £ ‘es ¢ it “i waa 
and Practice. Kendall “Hunt Publications, Ir 


m. >Charles GC. Merrill, Ohio 1960, 


Mewell Kephart, Slow Learmer in the Classru 
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perceptual sensory integrative performance would be likely to 


help him attend to the structure of school and authority and may lessen 


his need tor antisocial behavior. 


Concurrently, activities that incorporate his verbal skills such as debate 


groups und uciing classes, would be assigned. 


Ihe Gocuputtonul therapist may not be the person responsible for administra- 
tion of all activities. Often an occupativnal therapy uasistunt vt 

ree cuHiON@l theruplst helps tiplement the progeun the vooupure aul 
therapist is usuuily te vbhurge of plunning, selewting and vastynding The 


¥ 


purticn lar fersesgt stil et sya sipea 


In) Muti, tectlittcs the Wega thane ede tel tuna .. ree | » ash cba roa 
uf Cllentis’ activities.  Thits tequlte: that the theruptst vy ddd ttre tee direst 
Infiervernftaty, asslge Tho eltot (it Hits da Indicated) tu u schedule of 

dutly Gaperlouces. the client's freatinent schedule ts cour dinated with 


other disciplines and services and/or the fumily, it the client is living 


outside of the treatment facility. The schedule changes during cach 
phase of intervention, During screening-evaluation and planning, the 
osis and orientation, Initially 


purpose of the total schedule is di 


during treatment-program intervention, the schedule is focused 


upon therapeutic uctivities such as acquisition of skills. Later it ts 


¥ 
focused upon trunsition away trom the treatment tucility., Often 
acti Iles Sulaide of the tuctlify such os employtienit, membership 


yed so that the client 


inthe “Y" ond time with the family are assig 


cun gradually adjust fo the normal demands uf independent adult 


lifes. 
i 

IV. Bee ahowtton aod Lerminuti. 

Reevaluation of the client und the Gaur ce af treatment are considered 

hee ty yt are | i * ne hh faa oa 1 ar eel Hye iit. aatned se sour dtongh, 

tou it vi ‘ ' 4 i ' toa 4 1 

Foype a Wee Ss , ; fo ddl Ging Ge age a — ' 

iD aia. eo Gaal ha es OE Ala dias pou tok) ctieadtgan, Thess, 

fe. o1 og ae Vode. pb Prete enll vl p bree wae Fee ee (ee ( 
Vb: she tctencat fp pene f i ' UU phe. t fhee ov.te tae bbb ragy 
Competens , & -anitpeac iro) Ab Gal be Tbe fees rrrenth es san prepared wo au frame 


of reference for the developanent wefoafstenganads of Freses Phe fast wecupatironal therapy 


services Ina Mental bedi. progam. the document wos prepared solely for the 


pul pose or tits .cciitfad bh «gad P. dasa ats ottroially appro eed AGIA dow uinet of tthis 


Phitiet. 
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A Self-Study Program. 
for the Occupational Therapist 


as a Mental Health Practitioner 
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A, Introduction 
Ihis self-study program is part of a continuing education project supported by 


the Depurtient of Health, Education and Welfare und developed by the 


Competency contract. Ihe continuing education part of the contract began in 
January 1975 and was completed August 1976, A complete description of the: 


* 


Continuing Competency contract is available from the AVIA wytional office. 


Prior tu the development of thia self-study program, 4 cuse study self-assessment 
instrument was mailed to 200 occupational therapists in the northeastern 
region of the country, All of the silted had identified themselves 
(via the 1973 AOIA Duta Questionnaire) as working primarily in the area of 

i 


mental health. A copy of the Instrument und follow “Up Fespunse muterial are 


in Appendia A of this booklet, 


Following analysis of the Completed assessments and considerution of reports 


from the AOTA Mental Health task turce, the task force members decided 


_ upon the format and content tor this study material. The Project Staff and 


task force members developed a tape cassette program designed to address two 
areas of concer: 1, clarification of the role of the occupational therapist 
as a mental health practitioner, and , 2. refinement of patient/client 


z 


evaluation processes. 
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- The 100: minute tapes are divided into two parts, The first part is a simulated 


team conference, The patient case is presented by a psychiatrist, occupational 
therapist, social worker and nurse. The case is actual and was altered only ™ 
to disguise identity. The occupational therapist's report is unusually long; 


are summarized, 


The second part of the tape is an actual, spontaneous peer supervision session 
that took place several weeks after the team conference, The tape includes 
the occupational therapist's presentation of the problems that occurred during 


the course of the patient's treatment, 


Included in this booklet are the materials used fur evaluation for this putient 
und the therupist’s written report. “The Role and Function of an © ceupationul 
* | 
Iheropist usa Mental Health Procttttuner” (Appendia B) wus prepared by the 


task force M@émbers prias to the development of the taped program, The statement 


wus used us a guide fur the self study program, 


The task force members realize that tucilities and therapists differ in theoretical 
approaches. Theory was intentionally not addressed in this program but will 


be. included in subsequent programs, It is hoped that through the use of this and 


“father continuing education programs, refinements can be made in our practice in 


mental health, 5; 
4 a) oe 
eo , 
bo 
ok 


B. Instructions for use of Taped Programs 


|. Complete ibe pre-study self-assessment 

2. Listen to the total taped program. It muy be helptul to stop the 
tape periodically to refer to the evaluation protocol, pages 6 - 15. 

3. Review and study the evaluation protuculs and materials in 
Appendices A and B* 

4. Complete the post-study self-assessment 

5. Complete the evaluation of self study program 


* 


It may be helpful to use this program as a part of a study or special interes! 
\ 
group, a classroom activity or a task for a group~peer supervision session, 


It is strongly advised that the pre and post study assessments be used by all 


Pulticipants. 


* The order of items 2 & 4 muy be reversed. Some learners attend to tapes 


more efficiently if they have first studied the written material,- 
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ea Pre Study Section 


Prior to listening to the tapes and studying the written material, take the time 


to respond to the items below, This self-study package is designed to help 
you to clarify your role as an occupational therapist through the demonstration 
of a model. It was also designed’to present a complete patient evaluation to 


ra 


By responding to these items before you study and then the other set of items 


afterward, you should be able to assess your own needs for further study 
and recommend content for the development of future self-study programs. 


\ 


1, Describe the occupational therapist's sole in u mentul health facility. 
2. Identity and define three (or more) critical functions of an occupational 


therapist in a mental health facility. 


3. Describe the patient/client evaluation instruments you use to assess 


ef 


putient/client function, 
4. Given a specific patient/client (select gne you have worked with), plan 
an ideal treatment program based upon your evaluative findings. 


Hypothesize the outcome of the above treatment program. 


ur 
. 


aA 


-4- 
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6. List specific problems or questions you would share with a supervisor 


(or colleagues) to assist you with this case. 


7. List areas of content that would be helpful to you in evaluation, planning 
and implementation of this case? 
After you have completed the pre-study section, listen to the total taped 
program and refer to the evaluation protocols on the following pages. 
’ 
-5- 
(oR 
4 ae) 
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D. Occupational Therapy Evaluation:* 


Activity Configuration Protocol 


Client's Name MoS. ? Therapist D.M, 
Date 3/22/76 / 


Activity Configuration Part | 


List below what you value most, the things most important to you now and in 
the near future: 


yy 
I, My kids - "! wouldn't want anything to happen to them. Don't know what 
I'd daif my parents didn't take care of them. I'm nota very 
good mother." 
2. A happy family with a good father, 
3. Having a nice house and nice things. 
4, My seligion ~ “Even though I'm not o very yood Catholic,” 
3, My parents - "They're getting old. 1 don’) want anything to happen to then." 
/ 


é. Being loved ly iy husband [" he plobubly doesn't want me-backh," 


7, looking nice  yood figuie, Atce clothes "It | hudn't yotten tut, my 
husband wouldn't have left me." 


8. Having a good time und being huppy 


9. Dating = "I'd like to meet someone nice.” 


“Evaluation materials were prepared by Deanne McCraith, OTR; Assistant 
Professor, Program in Occupational Therapy, Sargent College, Boston University. 
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. OCCUPATIONAL THERAPY CYALUATT 
Client's fame MS o Therapist_D.M. | | 
Dale AUG Context for cnalata mel weeks before coning 
rs — , > to hosptta) before ny prob iy problens." 
7 ’ Activity Configuration Part 1] 
TIME vA TUBS TEES Taos sv 
; 1 6-7 IM Get up and | fe, Sleep late 
=  ., ready for an 4 
1+8 work; Aat - 3 pe ae & Get up and 
| # breakfast. — . | ready For church; 
| g-.9 Take bus to ig . — F eat breakfast, 
. work, | 
9-10 WORK : 8 ere ce CHURCH 
VII Coffee break | _),. =e 
Wp a 3 Sorat hel 
ar i oS os cock di nner 
ware “a i, 4 Eat lunch te | 
- | ON Eat lunch . a Hash hair = Eat dinner = help 
7 2 WORK Tg . 2 2 ‘Watch TY or — with dishes 
2-4] hele . go Shopping Watch TY or 
tet Coffee break  * be _ : Or help with sleep or 
4-5 housework = Visit girlfriend; 
5-6 Take bus Go for drink a Sometimes do 
| home with people ‘things with 
Evening tat ae from work: co parents and 
Se Help with Nes : . =, Sinan children 
re diy BR Ce _ fat diner cat sipper 
poo: watch IV Or Play Beano Watch TV or Watch TV or G0 tO movie ~ “Go to movie Watch TY 
7 qo to bar: p> os —fe-totar go to bar or bar ° - , or to bar 
B-9 8, oT ee ia ae Sometimes on. 
9-10 , ao ne —_ } oe a date | 
1) -11 eda! ee a ar 2 
Hel2_:G0"to beds, | ae 238 Go to bed. - 
Po rn ‘ | Cf Go to bed aa 


arene : act *% 
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@ 


in 


ood 


Client's tame WS 


Koy for Autonomy # al 
I. Fave {0 doa 
b Hant to do it 

. U rat 


ietivity - Total 


1.Slenp 


— 2 Hork 49-45 


Bary dh. 
eit isis 
& Beano 


1 
AsMatch 1). 


Eat 


3 
gee i} 
. 


6.Personal 


§.Childcare) | -2 
( Some= 
| ties) 

QFanily | de 2 
fctivi-|(Some- 
ties | Hmes) 

i Church, : 


Category Hours, ne it 


65-60 | Health 


OCCUPATIONAL. THERAPY EVALUATION 


“Activity Configuration Part 111 


Aey for tonne 
“The! dant to do this and I think this is 5 good 


I+ want. to do this‘and I think this is not qood §, 
« oaOthers make ne do this and I'm glad they do. 


Koy for Adequacy 


Tnerapist OH, Date 4/02/76 


Ah, [do this very well 


tt. Bes alee o this and T wish. thy you te 


heeds 


To qo to afety,|ove 
heaven; i belonging 
to be 

ansol ved 

of my Sink 


a 4h 


ae Autoney 
fl. 


C 


A 


B 


fs 
he 
i 


5 


Plysio- 
fy logic 
Econom); Keeping 
Money. 7 ‘busy; 
esteem 
Social | Love and 
belonging 
é5 {eet 
Sonetting tod $0 
{'m not {bored 
T Health Physios 
logic . 
Self-. JEsteem 
care 
Care of 3 
envi ron 
nent 1 Sometimes] 
AR ~ Tove & be}: 
aes leiging: 
Social : 


to 
ete }have a 


[do this well enough 
be i ey t io th ths well enough 


_ ete ee Sia tad aoe tere 


. Mter 


Comments 


good 


+ Goad 
good; 


depressed i if-a bad 


because | 
hone 


Okayssonetines sad or 
guilty os 
Good toad 


Dirty or | Good | Goad 


Dislike Re lief 


Anger 
Anbivalent, guilty, depressed, 
sonet ines good 


Tired, | Guilt 4 Some- 
{ (Too | depress | tines 
early in} sion happy 
AN) °) fear Sone - 
hope = dts 

|, dporassed 


sual ly Sometimes | have 


trouble sleeping 
or $]eep too much 
because I'm bored 


or depressed, Tike 


people, but Some 
tines too nuch to 
do or | daydrean 


8 tof Hay AF pe tine, (Don't: Tike 4) be 
hassled by men who 
good ting tines, ria guilty) are drunk or only 
Should be at} want sex or make 
dirty remarks tome 


Guilty if ] ae 


too much and gt 
Tac™. 


"know 1 should 
| help more, but | 


al t like toymay- 
I would if I 
a nice house 
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OCCUPATIONAL THERAPY EVALUATION 


Client's Name M5. ee Therapist _ DM. 


Date 3/22/76 es 
, Activity Configuration Part IV 
Notes on discussion with client about her activity, confi guration: 


- Surprised, spend so much time at bars and watching TV - "T realty was te my life 
fa a away." c 
+ "Guess I don't spend much time with my. Kids or help my parents out. aa m not a 
very good mother, should have listened to my parents. If my husband wasn: "tea 
bum, my life wouldn't be .such a mess. ‘Don't know what I'd do if my parents nes 
didn* t take care of kids. I should, but I don! t, think I could do its I'm too mixed 
up. 
="Wish I had a good husband to take care of me and the kids, then maybe -I woul d be a 
good mother." 
“Maybe if I had some hobbies’ or a husband who. ‘toved me, | wouldn’ t be bored: and waste 
so much time watching TV and going out." ue 
-"Wish I didn't have to work, but then I'd really be- bored and that. wouldn!., s# goad. - 
"Looks Tike-a pretty boring’ life, wish it were different, but don't know what-would 
change it except a good husband. Maybe if my husband came back ‘to me’ (becomes very". 
tearful)...maybe I'd be better off. dead... at guess I'd like things: to be perters but 
just dan’ t ‘know how." a re 


| Therapist: Sunmary: 


-Use of time fairly well balanced between work, leisure, and ADL pursuits; however, ‘ 
balance depends heavily on parents wtio assume all household and childcare 

- responsibilities. 

. Narrow range of social and leisure activities, 

» «Strong dependence on others (desire for good husband ‘and parents). 

-Little sense of choice or SpE T nes Pass iNely accepts what is avatlable. 

“Externalizes problems. 


-Oriented to immediate need satisfaction, : 
~Concrete, unrealistic perception of relationship with’ husband. : my . 
-Limited. insight. P 


-Although concerned about parents and children, has little sense oF responsibility . 
towards them; very ambivalent about childcare and Family activities. and responsibilities, 
-Low self-esteem. | 
-Oriented toward. love and belonging needs with limited resources: for mastery and 
esteem heeds, 

~Fills time more than planning or using it to meet needs in goal- -oriented manner, 

“Question: suicidal potential, - 


Recommendations: 


~Work on ‘problem solving skills, deve lopment af choice and options 
-Explore alternatives for expanding range of social and leisure activities 


€. 


ae 


Client's name) MS. _ = Interviewing. Therapist DM. 
Hospital #: 04-07-04 | Date ~3/19/76 aaa 
Age 32. St ee 


*  QCCUPATLONAL THERAPY EVALUATION . . 
GUIDE FOR EDUCATIONAL HISTORY INTERVIEW es 


we 


1.) What is your education? (high school, college, other) 


High schoo] (Catholic Girls‘ School) Dropped out .summer before senior year 
because became pregnant . 


ey Whad were your major interests or areas of study? 


Vocational major - secretarial course 


3.. What your average grades? Were your grades better Jin Some areas of study than 
in others? 7 


"Usual ly“B! s, honor roll a few times, Didn't do very well in dei or science; 
Did well in English and business courses : 


| (4. What did you like best about school? , 


Secretarial, business, and Engl ish courses’ drama club ba 


5. What. did you dislike haat school? a 4 . - : ; 


Not many friends; people Jealous of my figure; soinet imes made hed remarks, 
usually comments not true ” ae . 


6. What did you think about your: ‘teachers? Did Did ypu have any gavnnitest 


_ Nuns very strict, but nice. Liked English teacher. She helped me write and said 
I was creative and sensitive (Laugh - Hasn't. hélped me much with ny life; wistful. 
expression) 


- 


7. What were your. spare time interests during your school years? — 


. Waitressing to save“up for seuretarial Senao ly drama. c)ub, but couldn! t go meh 
because of working; mov ie magazines . 


8. hat: kind of things did you © with friends _ in sop 301? be, 


_ Didn't really have mamy friends; sometimes oe out at pool hall or Sua store 
Di dn’ t date much - all the guys wanted was to “make out" or worse 


| 


9. What education did your parents have? Other members of your family? 


‘None, but worked very hard; wanted me to have an education. I really disappointed them 
. \ 


10. Do you have any future educational. plans or, interests? 


Maybe Yo go to secretarial school or beauty school 


cient, formal testing): 


Other pertinent information (e.g. from school records, family, ‘ 
Fi rmed. by parents. 


Educational history and concurrent social experiences cor 


: Summary and recommendations: 
- Explore possibility of taking high Scho) equivalency exam 
- Explore interests in secretarial. or beauty school 


~|]0- 
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Client's name M.S, Interviewing Therapist D.M._ 


ie 


13. 


Hospital #_04- U7- OF ia, oa . + 
Age — | 


es 


. How is your work organized? Do you 


ee aoe ene nee ene vee ee : 
OCCUPATIONAL THERAPY EVALUATION “Y 
, GUIDE FOR WORK oe INTERVIEW 


ve. Part I; “Current or most recent work experience : - rT 


Where have you been working? How long? Smal] nianufacturing company in same town: 
I Jive in electronics ); Have been working there 9 momths;_ currently on sick 
leave.- (My boss is getting divorced; it's my fault. )- 


~ How do you gé@t ‘to work? Take the bus to work. Sometiines a taxi if I overs leep. 


What kind of work have you been doing? What duties and skills are involved in 
your work? Have these been the same or have they changed since you ve been 
working at this job? ‘“Receptionist-clerk: ‘answer ‘Eelephone for personnel, 


bookkeeping, and secretarial offices; answer questions and direct visitors to 


' ‘affices or departments in plant; miscellaneous filing, addressing and stamping 


mailings; sorting and delivering incoming and, outgoing mail. Responsibilities 
have remained the same. 

Do you have special _training. for this job? No, but did. bhig kind of work on my 
“first job - would like to go. to secretarial school, 
What do you not like about your work? Noisy, sometimes too much to do, don't always 
feel Tike working, about too much; don't like thé way~some men look’. at'me. 


What do you like best) about: your work? . Something to do, people. fete get pay-"" 
check; better than aSsembly Tine; my-boss is nice to'me, - 
What. is the work environment like? (physical environment, atmosphere, ete.) 
Noisy;. have my own desk off front.lobby at entrance to room where secretarial soni 
personnel, and bookkeeping officés are - separated by partitions; people friendly. 


. Bo you have a work supervisor or boss? Is this person directly or “indirectly. » 


“in. Charge vf. your work?. Do you. you “do work for persons other than your supervisor 
_ar boss? + What kind of person is he/she? Boss: ‘a man, office manager; his 
secretary also gives me work to do, Nice man, but getting divorced; it's my 
fault. (Why?) "Because I'm divorced, and he's nice to me. He talks to .me in 
church, sometimes buys me lunch, He’ notices other women, not good. i 
lan what. and how you do your work or does 
your supervisor? Boss or his secretary gives me work to do, e.g., filing,’ mailings, 
messages to de iver; do things when giveh to me. Answer telephone when it rings; " - 
answer questions; give directions when. people ask; sort mail and put in boxes . 
twice a day - 10AM and 3PM, 


. Do you work alone or with, _other people? Work wactls alone, although talk to people 


on telephone and to give directions; also when boss or secretary gives me work to 
do; sometimes people talk to me when they walk by my desk. ~ 


. What are the people like that you work with? Are you friendly with them? 


Do you socialize with them outside of your work? People friend|]y; eat lunch with = 
secretaries in. cafeteria and walk to bus with them; sometimes go out for a drink. 
Don't Tike the way some“men look ats me or things they say "All they’ re intevesited. 
i is your body." 


. Is your salary adequate? What, do you do with the money that you darn? Salary okay. 


at make more if a secretary, but need training; use money for movies, bars, 
sometimes clothes or presents for parents, children. Try to save some to have 
if don't work and to help parents out. : 
Would you like to keep this job the way it is or are. there things you would Tike 
to change about it? Job 7s okay for now, but will “probably have-to get a new ~ job 
because of boss’ divorce. Would like to be secretary to make more money. Wish - 
I didn't have to work, husband's‘fault. He's no goad. 


. How and why did you choose this job? tooked in newSpaper. Parents and priest helped. ; 


me. (Why chose?) Because | did this work before, sort.of like a secretary. 
‘Don't like assembly line, although can make more money. 


= 
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Client's name M.5. 


Date _ 3/19/7657 CS : ? ee ae 
C4 Occupational therapy, work history interview (cont'd.) oS 
| Part II. Other work experience - at “3 a asa ee 
/ ° LoWhat other kinds of work have you done?” (place, job: description, reasons for 
/ “Teaving, etc.) — . 


a) Waitress - summers, part time Bicine ‘nig 001. - quit because pregnant 
“ b) —Receptionist/clerk, (Longshoremen's Assn _after high school, 3-4 yrs; 
is Fun - met lots of people; including: husband’ - quit to travel, and be with 
ae husband... a mistake 
2 Assembly’ Vine. ‘(electronics firm) - after 2nd child, to earn money 9 mos; 
.” quit to ravel and be with husband; also boring, dirty “ 
‘iSalesgirl (dress shop) - after 3rd child, to earn ‘money ver mos. = ‘didn’ t 
ne Tike boss (male); low ‘salary og a - 


have work ‘skills or special ‘training in addition to. those, you. have. 


2. Do 
ema [ready mentioned? , Sate j a eg ae 
Part, itl. vocational interests and plans : % ga 


What ai are. or wer on were your. parents! oécupations? ‘Did: they “Tike like their work? - : aa 


“ Retired, Father worked for MBTA,- mothér. on asemb1y"Ting: ‘Didn't have. mich = ee 

oe . money, Parents worked hard, always jugnted , the best. for me, Wish I hadn't an 
ag disappointed them. = “AS eee : a . 
2. hat did you want_to_ be: asachild? a oe 

Foon ‘ , . i 


“Movie actress or nurse a . . ‘ 


3. Did your parents have any influence on your job choice or career? : 


They wanted me to go to secretarial: school . oN 


4. What other persons or events influenced your Job. sate or career? , Fe ae 


(Laughs) Men, they're no good. | should. have Iyetgiee to my parents and 
fol lowed teachings, of the church 


5. Which of the jobs you have had aie you like the best? Why? 


— 


1, First job at Longshoremen' s Assn. - fun, met lots of people, those were 
the good days 
2. Current job 


6. .Which af the jobs you have had did you like the last? Why? 


. 1. Assembly line - boring, dirty : 
2. Salesgirl - customers too laa boss a “dirty old man," ne salary 


ae. What are your current work plans?” 


_ basis for MiS. to. blame’ herself re: his divorce. 


‘al 


Client's 'name __M.S. -_ 
Date SLIT oe ee 


Occupational therapy, work history interview. w (cont'd), 


Part III Vocational interests and plans 


7. What three jobs or Kabae So work do. _you feel you would. be 2 mast -intehasted 


in doing at this present time or in future? - 


hs Secretary ina fancy. company | 
2. Hairdresser 


3. (Laughs) Housewife, with a good husband = > (As tde comment :: "Maybe I 


should bea whore) 
wd 


Don! 't: ‘know; jackie: go to” ‘secretarial “school; Wish I didn't* have. to work’. 


: Could go. back to my job ifs boss. wasn! t getting divorced. 


Part IV. ‘Other pertinent. ‘informa tion (e, g- "From ‘empléyer, family, client} eng 


- 3/12/76 = ',Phiong, canversat ion with ‘employer: _ Aware of M.S. concern ye: his divorce. 
Feels M. S.. ‘Ts apvetsensitive and blames herself for’ others' problems... No realistic: 


They're good, hardworking people.. Mt S. has-had-a rough life. 
about her appearance. arid making mistakes, but a conscientious, 


QS. owerly concerned. 
“hard worker. Could * 


‘take more initiative, be less timid: If M. §. had more secretarial skills, could: 
give her more responsibility and a raise. Would very much Jike to have M.S. come 
back’ to work for him.. (Seems concerned re: M. o wel fare, but no indication of 


. inappropriate empl oyer/emp] oyee relationship. ), 


Part? a ‘Surmary and reconmendations e 


Su tionary 


Ds. M, S, functioning competently: at current,: cunskil Ted, structured Job as recep- te 
Pionist: Jerk. : Conscientious - Seems to" enjoy Job.” i: 


Ls 


' Question M.S.' motivation or Stable employment, “although “tnterest. An 
further training is a Strength. (Note: Client cooperative and responsive | 
throughout interview; became upset when referring: to boss or eee a spoke 


softly and timidly with nervous smile.) 


oF 


: 
a 


b 
af 


fee 
. i 


ex 
i . 
‘at 


, " Tnapprofi jate concerns re: -her blaming self for boss's. “divorce. 


Recommendations : 

1. Work SiaGenane in hospital with evaTuation 

2. Strong-Campbell Interest Inventory: for Vocational. couriedhing 

3. Explore secretarial training program 

4. Vocational counseling with opportunity to reality test current work situation 


and vocational aspirations, abilities, plans - possible participation in work 


2 
a 


skills group 
5. Return to current job as soon as possible 


445. 


# 


Knows M.S.‘ family ‘through church. — 


° "client 5 ame M, ae _ a _ a eu, Therapi st_ ; D.M. ; 
Hospital # 04-07-04 ts Date S/A77T6- ‘through 3/25/76 
» °Age _ 32 a 


ea 


a ee be ued « 
| OCCUPATIONAL. THERAPY EVALUATION | 
©, OBSERVATION. OF TASK AND INTERPERSONAL PERFORMANCE BEHAVIOR 


Observation #2. Inelt vfduail “eerueeuree activity ss - i a — 


se 


‘Observation situation - M.S. selected a PSnatt wooden . box with an inset "gemstorie" 
design for her project. The kit included directions and materials for setting ee 
the gemstones in plasticine and for sanding and finishing the box. M.S. net dine” 
—-dividually with therapist for ‘one hour to.'work onthe praject. Therapist: explained 
eet she would like M.S. to do as much of it as,.she could by herself, but that... 
“therapist would ‘answer “questions or help:if: needed. ee cee OT 


Task behavior and relations ship to therapist » shyly ‘expressed sleseive at re 
being able to work alone with therapist: and agi enthusiasm for completing ° a oa 
. the. project: that she wanted to use for "special things." Before beginning, she a 
‘stated that,she would need! losts of help and that she would probably ruin it,.but 92>). 
_ agreed to try to proceed independently’ upon therapist's encouragement. She first 
—vead'the directions out loud from beginning to end; sorting out the project parts * 
and imitating the directions as she read. She’ then. praceeded.‘to systematically 
follow the directions. She frequently, checked with the therapist to make sure | | 
she was "doing. it right" and sought additional support: and -information when frus-. ; ; 
trated by a decision requiring judgment or independent: ro ior solving.- However, . © 
iy was able to proceed independently with encouragement ‘ar a guiding. suggestion © ss... 
rom the therapist. She worked meticulously and neatly; attempting to attain ose 
perfection on each'step by copying the sample.as exactly as poss ple She com= s 2 0" 
pleted the. project within the hour, except for the application 0 ithe. second:coat. °* 2 
_ of*shellac. She smiled with pleasure when praised by the therapist, stating: that 
: figereae t think she could do it and, that the Hhenetst probably” equa, have pone 
it better.. os 


Observation #2 - ere group . Pee, oe ang ee ue a 
Date 3/1111 ‘through 3/25/76 ‘kh es cae 


“8 


Observation situation - ficealh cvoik group “with Six; other | women. Group leader avail- 
ablé for teaching and resources; however; emphasis is placed on group members’ 
teaching and helping each other. ener task: focused, though social Innenee lon ‘ 
is encouraged. ; . ; aoe 


‘Interpersonal and task behavior: ~ Although M.S. ‘attended the | group ietuntenty tis 
and expressed interest in learning to crochet, she chose td watch for the first ° 
two sessions bétause she didn't think she could do anything. M.S. participated 

in the casual conversation. of the group, but did not initiate conversation and 
retired quickly when not directly included, nervously drinking coffee’ and smoking. a 
She told the group leader that she liked to watch what other people. were doing, 

but that they were so good she didn't think she.could make anything... After twd,, 
sessions with the group, with the supportive urging of the group, M.S. agreed td 
make. a small sample square to learn the crochet. stitiches. Al though. awkward, ati 
first, she learned two basic stitches rapidly.. ghe was timid, but “Re ponsive and 


e 


; ; et , 446 : . “ : 1: 


i 
a 


Vo Client's name MS = ck a 


Activity group observation (contiied) 


appreciative of the group “members "suggestion ‘and help. At the fifth session 

with: the. group, M.S. chose to-start making-a ‘crocheted vest using the same a . 
pattern, and color :as ‘the woman sitting next to her who had also offered her: i 
the mast help in learning the stitches. M.S..continued to rely heavily on ee 7 
friend for help ahd frequently redid work that she felt was: uneven, .comparing 

it to that of her friend. Although M.S. worked patiently, she frequently called 
herself "dumb'* or made comments such as. "I'll never get this right." By the 

end oF the’ ica although still shy and reticent: in her behavior, M, S. _was join- 


questioned by group members. ee Poe - gta Wg Me 
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‘ ! 
- ‘ = ‘ : 
EL Post S > tue ay Section 
Now that you have completed the‘pre-study self-assessment section and 
4 agi tye 2 ‘ 2 Pee aa oe . ‘ _ b. 
eo have listened to the tapes and yead all of the accompanying written material, /' 
assess your own learning by responding to: the items -beldw. — 
Vs : “ : a Vise Bh P 
Sarg - Would you describe the Seévpational therapist sr le pay after : 
; using this, study program? If yes, what: comments’ in ae topes or 
‘4 e Nee us oo LO BS Silene. : : 
. a written naterial helped you to redefine the rola? : 
/ ’ ine ; es on H 2 Shae “ y : a a 
ht ihe (" Would ye identify or deime three (or more) of the critical functions: , 
Py sternly nae If yes, how do they differ 2 Con you identity. 

: te 

2. 

. an the program you ¢ ‘are cuttently: using. . 
"A, _ Using the same eR te as before, review the evaluation and - 
; treatment plan. Consider -how you.may modify your plans. Identify - 


“the cori nents) of this study program that may:have helped you to... 
: : : 4 Sih f 


consider changes. _ a . 
ae Review your list of problems or‘ questions from Item 6-of the pre- | 
‘ 5 S a fue e ¢ 

: ~16-0 0 
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_ study assessment. . Have any of the problems been resolv 


mt a of the questions answered? Are there additional prabl 


that you want to add to the list? _. 


* 


io 
fy ey 


‘for yourself, How, would. you use a peer supervi 


we 7 & 


assest you? What types of resource materials materials would be > 


helpful? 


’ 
: a 2 : 
ve ror 
5 oy 
ha 
us ’ 
‘ 
bs ' 
i 
\ 
s 
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’ : : l 
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6. Identify how you can resolve the: problems dnd/or, 


A 
f. 


ed. or any: 


i 
+! = i? 
ems or questions 


answer questions. *!. | 


7 le Pe Seg 
ion session to”. 
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will aid i in the design of future suck pockager. It woule = helpful ' IF you ; 
% uP ‘ ; i 
: attach ¢ copie of the pre and post study self-cssessment sections For, our r considérailch « 


™ 
© 


| i : 2 - . G . . as 


cs le “Personal Information (you need nat give your ‘neme) 


‘ 2 “ oo a \e. so, .. . : : : y ue 
os “he thy : ea 
ee oe * Highest deademie degree os 
77 pha gos ei a ne . Pas es 2 . 
: , ‘ a " ' , 7 : f ‘ , ’ : \ . oh 7 a e 
4 cs Date of conipletion® ‘of basic profess ional education .. ee aoe 
a . 2 * - See era o& 
i : s, * = 4 ‘, ‘ai ry Ff a : te rn | ” a ta : 2 ‘ 
i ; ae rg l= ’ ‘ 
a _ Number of yey of praFesiton nabs ohdl, thera py eipition ce oh 


boot a 


‘ oS ce arate aa ape 
ae Ate) you persed ae an oe, “ Myer briefly descri be 
‘ : 4 . 


mae e Pk : 
Para ' 
‘ . 
“Briefly describe the o¢éysational therapy program, include numb er 
. ¢ Of staff, numberof patien.ts/e lien ti~seen, relationsFip fo ofher «© 2. = 
departments, ss ; 7 eee = ee eG 


wae, ail os : ~S ‘ it a | i o4 
¢ es ms i ss . : : s 
- n 7 - ae * * ee. , 


2. Self Study Prog rg 


2 : : a 
+ How long did it take you to complete the program, including the 


pre and post study sections ? 


Using the scale below, indicate the relative value of, each part of 


6 . a 
’ the pragram,. 
of no very 
value valuable 
; ) | 2 3 
% = 
“A. Pre study ’ 
Section “¢ 
B. Team confer- 
re (fea : 
ence(tape) - 
2C. Occupational 
; Therapy eval - 
vation, 
|, laped presenr- 
__ation _ 
2. Written proto - 
Sols” a 
D. Taped peer 
supervision —_ 
E. Written statement 
ef Role & Function 
~*  efan Occupational 
eis Therapist as a Men- 
ee tal Health Practi- 
: _  __tioner. ; 
F. Post study section 
Pars fn we og 
. = 
& 
’ " : - 
ze 
Qe... t 
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FE 


es : © 
4 
\ 
at 
re 
Did you use this program alone or did you collaborate with a colleague 
e 
er group of colleagues? Briefly describe how you used the orogram. “ay 
' ce . 
helpful) to you. . 
"i . ‘ coe a 
te ee 
ete us 
; Ayes “ . aoe ioe 
‘ a : Z = 1 J ' ° eae 
List as specifically as possible what you learned by using this program. LF 
. ‘ . ie if, fat ‘ yi : he, 
' af 
4, 
“Vould you recummend rhis progigin te . tleagues? If not, please suggest . 
nodt fications that liapre ve the value of the prughun 
peel 
, Mag this proyruc. shod, bod you to iddenitfy rt set her Geta badly {olf r 
: 
yes, list topics and “ot areds of study needed, 
u 
2 saeco re 
Have you uséd the audio-tapect stucl, prosyenc. ares teost ’ tow eloas this 
one coniysare with others? 
a “IOs 
: AG) os 
mp ldo Be 
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% 
If you disagreed with the content, and/or approach to patient/client care 
; Ma 


demonstrated, please discuss your point of new, 4 


ov . a - 
Please attach any additional comments. 
' 
Peer 
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—_—§ The American - 
~—- Occupational Therapy Association, linc. 


Dear AQT4 Member, 


'wO years ago American Occupational Therapy Association was 
awarded a contract from the Department of Health, Education and Welfare 
to develop a continuing competency program. The first part, Definition 
of the Role and Eunctions and Standards in five specialty areas (Menta 
Health, Physical Dysfunction, Arthritis, Stroke and Developmental Dis- 
abilities) was completed recently. The project staff, in the second 
part will be designing a continuing. education program in one of the five 
areas. Mental Health was selected because of the many.requests from 

“members for continuing: education in Mental Health. The New England-New 
York region was selected for survey because of the high concentration of 
occupational therapists practicing in Mental Health. 


; The project staff dnd task force’menber's are asking for your 
assistance in helping to define ‘the continuing education needs of the 
membership. This request should, not take more, than an hour of your time, 


sos ‘ = ® yt : i Beye 
Your participation fs essentja] to the success ofthe program, so please 
consider helping us. Sek oe ea ee 
il eae : : eae 


& sr jing ge . . : 

tnulused are three case exdmples-s. select one and use that to answer 
the accompanying questions. If none of the caséé resemble the types of 

clients you treat, you may present pear a case of your own. Also, if 
there are members of your staff (or friends) who have not received this 


“rehuest, olease photocopy the material. and encourage them to participate. a ee 


UPON recaipt of ,our response, | will lath CO you a copy of "The 
Rule and Functions ‘ 'a. Occupationa) \herapist as a Mental Health Prac- 
tittoner” and the treatment plans of the three cases presented. (Ihese 
have been prepared and reviewed by several occupational therapists through 
gut the country.) Be sure to include your name and address on the enclosed 
stamped envelope, not on the 1esponse sheet ' 


If you have any Qu@s lions, please call or we ite to me 


Sincerely, “ates 


nn: |) 
Kode é yt 


sf 
ey vf , 


Diane Shapiro, OTR aera 


Principal Investigator, Part II 
Continuing Competency Contract 


DS/j* \ - 
2ej-70 a $ 
, mom 
oa : 4 3 a 
Rockville, Maryland 20852. 301-770-2200. 
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INSTRUCTIONS» Please select a case, preferably from the three enclosed. 
Consider the realities of your facility in your answers and discussion. Please 
present what you actually would do with sucha client. ‘You are asked to 
predict the client's response, Use your own judgment and experience based 
upon the case information available. Attach additional Pages, copies of 


evaluation forms and anything ‘else that you wish, 


oe : 
- : - ye F F . 2a¢ - 
A copy of the "experts" response to the-cases and questions will be sent to. 
you upon receipt of this completed survey. A summary of all participants 
responses will be sent later, : 
ae 


“4 


Do not enter your mame on this form, . 


I. Indicate case selected, (If substitute, please attuch case description) 


2. brietly describe faciltty, , : 


J. Screening Evaluation 
A, What, if any further inturmation would you ebiain, und why 
would you needit, + 


~~ 
af : 1 P 
bo IF you anseciedt pes poMhe ub. oo tice the client's response s) 
to your ingulry (ies), 
4 
. fi. wOuly wets es sedan, alee 2 Pita 7 baat Ttclesmeegeat (.) vould a) 


yo! 2 And why? (Please attach evalvation protocols, if uvailubie,) 


ot 
By 
xf 
: 
Pf. a* 
Aa) 
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a 
7 ce “we eatin ee 
0. Predic* clien fs Fes responses and outcome of evalugtion, present 
(briefl all findings, ~~ _ be 
4, Present Treatment-Program Implementation Plan, 
5. Describe’ predicted outcome to Treatn =Program Implementaticn. : 
6 Discuss follow-up or aftercare plans. 
ee 7, What type of continuing education would help you with client case? 
a 
Dye 
ae. 
a 
Oe 
P a ia Ase 
ft ed f 
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CASE #1 


eyes fixed on ceiling, palms forward, and fingers extended and abducted 
maintaining this position for several hours. She refused oral medication and 
foad but did not resist IM medication (Haldol 5mg IM tid), She began to talk 
(respond to questioning) and maintain this position for only brief periods of time 
(10 to 15 minutes.) On the seventh day she began eating (vegetarian diet) 
and taking medication orally, Condition continued to improve throughout 

the second week, She attended-all activities, accounted history to staff and 
expressed interest in future planning. 

Events Precipitating this Admission L.C. was living in a religious group 

(past 5 months) with her 8 year~old daughter, Ten days prior to admission, 
she began fasting and maintained the position described above. . Friends at the 
group called her father, whom she had not had any contact with for the past 

8 years, Father saw her and took her direttly to the hospital, The daughter 
is now staying with the father, his wife and their two teenage children, 


History L.C. was only child of that marriage, Parents divorced when she 

was 7 yedrs-old. Father remarried, L.C. lived with mother in suburban 
community. Mother died during heart surgery 3 years ago. She completed 

one yeur of college, was an average student, Began using @ variety of druys,, 
including hervin but wus not addicted. She married ut 22 tu a 26 year-old man 
she had known for 5 years, L.C, worked as a receptionist for the first 2 

years of their marriage. Togetlaer they traveled throughout Europe and the 
States working at resorts tor brief periods of time. Husband was a heavy drug 
user. Daughter was born when L.C. wus 27. About 2 years ago L.C. met an 


older woman in a park who convinced he: to yive up drugs and join a religious 


order, The woman converted L.C. fr6m Judaism to Christianity and introduced | 


her to u religious community that accepted LC. und the child, She has not 


seen her husband since. . 


During the past 2 yeurs LC, has been in 4 different ieligiOus gt wups arial 
has been hospitalized twice. Both times the circumstances were similar t.. 


the current illness, 


fall 


i 


CASE #2 


Identification V.C. is a 32 year old black male and was admitted velumtari ly 
to an inpatient service 4 days ago. After 24 hours status was changed to 
detention. Admitting diagnosis: (1) schizophrenia, paranoid type (2) alcoholism, 


acute, 


Current Condition Upon admission, V.C. was agitated and hyperactive, 
He stated that he came to the hospital to protect himself from his girlfriend 
who was going to kill him. He was treated with Mellari! 400 mg qid. ft: 
Within 24 hours peaciieie to leave and became Violent antabusive to 
staff, a detention was ordered. He is now on close nursing supervision, is 
cooperative and morose. Diagnosis changed to (I) schizophrenia, chronic 
undifferentiated type and (2) chronic alcoholism, 


History VC, is the youngest of 4 siblings and the only male child, Ne was 
raised in a small southern town.” Father)" 9 factory worker, was murdered 

4 years ago. Mother worked in a beuty shop since V.C. was 10 years old, 
Three older sisters are all married and living i in northeastern cities, WiC. was 
a good student, he completed college at 2I and has been employed as an eng- 
ineering assistant since then (several different jobs, none lasting more than 

| year). He married at 24, was divorced at 29. Since his divorce, he began 
drinking and has not had a permanent home. He was treated in an outpatient 
program primarily for alcoholism and has not worked for past [8 months, The 
woman he is currently living with is 16 years old, is a prostitute, and supports 
him, 


Pa 


i] 
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CASE #3 


: ye 


Identification S.K, is a 24 year old whit mate who was voluntarily admitted 
toa general hospital emergency room. He stayed for ane night and was. ». 
referred to a community mental health progran the fotlawing day. Admitting 


7 BAY as Wi i 
diagnosis: anxiety neurasis.. kg 


Current Condition S.K., upon admission to the CMHC wos oriented and 
extremely anxious, Pulse rate was high, speech was pressured, hands were 
clammy, pupils dilated, He was not on medication and had not eaten for 

several days, He stated that he was fearful of something but could not identify 
the source or relate it to any previous experiences, He was cooperative.andé gave. 


a complete history. ; 4 
af 


_ 


Precipitating Events 3 weeks ago S, K, had an “anxiety attach” if 
driving to his family's farm for a weekend visit, His wife and 19 month, old 


daughter were in the car, He could not breathe, vision was blurredand his left 
leg became painful and cramped. His wife drove them home, He refused 

to leave the home and wrote a letter of resignation to tis boss. The symptoms 
persisted for the three weeks. He finally admitted himself to the hospital 


“without discussing this with his wife, 


History 5.K. was only son of a career nuvul ofticer und wife. Parents divorced | 
10 years ago, father retired shorthly atterward. 5.K. went a total of 17 

schools and was a consistenly poor student. “He joined the army at 18 and served 
in combat in Vietnam. Toward the end of his duty he received a shrapnel 

wound in his left leg. It reyuired surgical removat, There wus no residual tunct+ 
ional deficit. Following bis discharge, he married und began working for his 
father=in-law’s constroction Gompnuy us uoite foremen, He had long periods 

of unalel, cused by ' “thash baka” of -aiulsalt experiences He wus hospitalized 

in the VA for 2 months and treated with vulium and psychtherapy, He has 

be asymptomatic for the pust 2 | 2 peur, About 4 weeks ago he received u 
promotion und uiaike, tlis vite hus o full time jot, ao neighbot curesMor the olild 


dur tiny the duy tive s 


ved 
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FOLLOW-UP MATERIALS 


Some General Comments ‘ 


— JA% 


Given the concept that one evaluates tor behaviors (or feelings) that you 


D 
' 


. 


tfeat fot, itis necessary to define a general frame of reference for approach 


to the client prior to evaluation. If for example, the therapist asegltes toa 


developmental frame of referencey he/she would assess the client based upon 


& 


some predetermined behavioral (and/or emotional) developmental hierarchy. 


2 . 


All information deliberately obtained should be directly related to behaviors 
ae ; : iS 
(or feelings) that the occupational therapist can (and does) treat, For aN 
example, occupational rherapists do nof ussess the client's body temperature 
because we are not trained to effect a change in, body temperature. The’ . 

4 fe : 
client's functional und dysfun etfonal behavidrs should be clearly defined by 


the evulvuttun und aluled in the teport, a . 


Prognurn pengalonmebrid ban plan wteould fullow the sui. tian reference 
thes evaluation progtaay. \f the é lea hay “atiaiy «4 " The allernt’s specift. 
Lehuvioral dysfenetion, the treahoent plan wust secity how the therapisi 


? 


Wl atterny. ro modify thos techie ius. 


+B 
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COMMENTS FROM THE "EXPERTS" 


- ¢ 
. a . 
Gos Mt-L.c,  ~. ) | : 


We will assume that the therapist will use an acquisitional frame of reference 


. 


(Anne c, Mosey, Three Frames of Reference for Mental Health, Charles 


Slack, Inc., Thorofare, New Jersey, 19,70). This medtis that the gaal of 


o 3 


treatment will be the client's acquisition of the specific skills defined by 


client and therapist as necessary for adaptation in the expected ‘environment. 


‘ * 


The evaluation will consist of a discovery of the client's existing skills, a 
description of the expected (reatistic) environment and an estimation of the 


skits necessary for adaptation to that environment .: Oo Be : 


Screening -Evaluagtor 


Additional information. All of Phe following informuttun is needed te define 
om rae , “ 

the expected environment, L.C.'s curtent skills, and, thos&bgk | ts heeded tu 

adaptation to the expected environment, 


‘ 


I. What suurces ef Inegne ure avalluble to LOG). ill ah steed 
to work, pay rent, pay tor child care ? Will (can) futher corms t 


bure fo income and/or provide housing uid child care ? 


fs 


his 


; at = 
2 a BE age s * : 
= Be “ : = : 
: Dot # et sO 
oe? % 
ay 2. Are L.C. and the father (and his family) agreeable to living together? 
. On a temporary basis? Could this be a mutually healthy situation ? 
What other living arrangements could be considered? , on 
3. What is the child's emotional status? What kind of living (and school) 
arrangements would be best for her? 
. a 
4. Gun (and should) the husband be involved in any of the planning ? 
. ses 
* 5. What work-(employable) skills dues |G, have? Is she capable of 
learning new skills? Is she motivated to work? 
h 4 
MN 
fy Dies chia oan tetas: ter i bite Seu 6 bigs ceed te dieses 
any new skills tu doa. ? 
KHent's responses. UC. tas expressed Gir tii ael i pbonetag wd. 
responding tuo questtuning, su tiuny of tho ubowe Qe cat Ge stschssnd tts 


Her. Assuming that a social worker ts 


sales inoelled tn her freatmant aiot taca bo 
- 


contact with the father and LC. 's ehild, be she can also provide information, 


-§. 
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se 


ies ib ar ONS we, es - 
and their chifdrenare*relzctent about having LC. live with them 
; 5 ‘ 4 : 
permanently, but would consider a femmgrary stivation, | 


é : Y ; 
LLC. dyes nul wont to live with kee father at all, and would like ta 
retum to Florida (wheze the relf gious commun ity is), but not join the 


commune again, She does mut want to live a:ome, with her h us borne) 
. s i ‘ q = 
or with anyone else she hivws, Ihe would consicler u tus ter Farni7y 


Py 
a 


if that could be Grearged, 
Ihe child (ds reported fromauciol worker, |. 's hather'’s wife wh bs 
suger tly ore ee ee Ine) i di thiva le” Pe fash eee ee to tee ete ud, 


1 


cannot read vi welte ved willewt pla, cith athe childrens, Shears 


. 


Ahetupele ote the housed. Ld, tesh weet te Gal Dende ata Ut wsquenil, aly 
fruathe yds oP bad eG oasatedae t vabta gba. ' sys, btateto Rare ¢ 


Ja Gappe eed b, th i Li on thea Ja wa Ve Chihfiaa. davai a 


= ae 
discipline aaasebol midis illic: ou pte pre de thot toa dace 


the poad be “4 legal divorce riGa , 
a7 


Peed bea whee vam yp alaese atuat Ob. lila ecco: Al aa, AR lie eS Ay of Fits os 


an rid ad 


jg 


~ 


way ~ Le Ce said tnahnier job: aé ‘a  receproi ce years age, “was : 


satisfying an ‘she ‘alld de that again. ‘Since then,’ “when she hod" 


needed money she worked as a waitress, dishwésher, ‘chambertictd and 


babysitter, but. hated all of those jobs. She would like to learn how to 


type and take stenography. She: said that che ledhiad new things east y 


‘ z ‘a ashy ; 3 < > 
, Lh : ‘She is oa ss 4 oat oe Myr os aa : No af 
an — _ when she was ‘interests a , 3 ae ot i ee 


a 


5 gps 


~~ G8" She can care for herself; but-hasn't been doing so singe snes beer! ily 


pit PP ge Pe og ae 


“a ' fp UShe does not see her poor nutrition (or the chile!’ ” 3h problem. Shg. > 


ge 


7 doesn't think that she would even vette y take mediation, ‘if pre~ ao 


at bf 


scribed, . ; o © ‘ ; — et i : + ot a “a Y 


7. She thinks she can ‘care for her'child, but -has neglected her since she 


. ' 7 i ’ 


Zz D 


» has been i!!, Their "casual" lifestyle has Keen detrimental to the child, 
but L.C. beliéves that can and. will change - 


‘ 


¥ 
. 


: Be kee : soos ee ; 
Phi re : . é a] 
: els ra : 3 . 
: bo : Re ot 


Evaluation, ks C. Swill need to pele. care for child and herself. An Oll (Ohio oe 


iateeeet Inventory) wil cd administered as wall as a battery of Sample activities that , / 


eo ., - ae : ‘ : er Je. 


assess. the ability to So Rertsre and verbal directions, attention . detail, . * : 


- ‘* vy 


neatness and use.of éommoh too Is (penejl, ruler 


i 
« Ss 7 


ing needles, scissors, etc.). 


ia pha fore, 


~ An ADL (activities of daily living): evaluation wit also be administered." This), 


& . i “FW 


will include child care, peeenet hygiene, meal planning ‘ond, preperation, house- 


“Reaping, hopping (budgeting, etc. ay laundering and sft repair. 


Fy 
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o Pormerraeg weer ee ARTSY SESS eh cee Se ee re ee 


Evaluation Finditigs 


eae 2be, 
L. for is able to comprehend beth: weltten’ ‘arid verbal Aiipbions and can 


. 


complete’ complex (multistep) tasks. Her 1 performance on an evaluation activity 


s es vexcellent. The work: was accurste, she apprt shod sh, toisk in an‘ordatly 


The reads, of the, Olli indic cited: -an* ‘interest in | clerical-type jobs. Shordoes. 
wey - ef. ty a 
me Brae 8g" a a 


not like working “pith other people, but niaeds structured ‘supervision : L. Cas 


- 
< 


is ~~ see 


greatedt difficulties, at this-time;" are faghe areas of personal and child. care, 
Shei ‘is poorly disciplined, realizes that she must gttend to hygiéne and nutrition, 


especially for: the child, but prefers to ignore these needs. She stated that, 


AS; a child, h-> mother nagesd her. about these. , ss but then alway dpok* #5 


% 


i care of ad how | Shia would yie her dai Y 


. arid thinks that she wi ill, if Hey are ‘not made ‘oy bie of, - 


a od 


“a commune ‘type living because "other  poople take care 2 of all” “hos, tinge. 


. . -— 
oa 


She says that she knows how to caok and shop’ but | just doesn't want to do it. 


gus a : * . ; . *s Be 
gas : 2 uf 


a os : 


ee lt There is re inpalimons interferring with 


> a a Hér ability to Beale care be | Pare is Seipaaiies 


ener ee eee ee ee eg eee eee OE eR eee eee 


oP gk 


& 


ag 


‘ 
« 
‘ 
wow 
7 
‘ 


ERIC 


Qe by ERIC 


: hee : a : . 4 
oe <% Jw 
2 if ¥- , , - ve Hi . 3 : ' 
oe ie ; ~*~ tal . 
Motivation ‘for‘independence is the crucial ee 's ‘treatment. This. 
- : i # Wee, 
should be dealt withsi in psychotherapy’ as well gsi in the activity program, . ., a3 
a P P 7 7 ce - : 7. a me : s = 7 ad My us # 
. i rae : aot 
“Tretihent- -Program Im lementation Plans As mentioned ee “ayyocquistional 
oe ; z P : 5 i y . ; ee ; : 
frame of reference vill be used ‘in planning LC. treatment program. The. 7 
following skill - instruction activities will be offered, bk & will ws oskeld y ae “ ; 
iat! - : ; _ = = ' 
: . : - : ~ ° ‘ 4 og 
fo select the sequence of participation I er aa . 
= cd ey Nth 4 
| 1. Clerical Skills Groupe (Three altemoon 9 week) the group consists, ae ‘i 
an : 7 oe 
of inativchion ina varity of office skills, such as filing onda * By 
0. as os 
‘within 3-4 webkes, L, c should be able to ee: 29-30-4 wp ond do. a. a 
: . ¥ a me 
‘ ‘ “variety. of other Sffice. skills. ge " ie ae 
i Bong eg - of s oe . i: 
Fs Ea . Es , es ve . ; . . . ¥ , : se : + 
aia . : wee a’ ct a . _ cee ee ( : cae , ah a 
Wor Skills Group, (Three mornings a week) . These group members , ae 
; = We , . “. ft ' of 
' ree # ; ‘ . supa: “ty * 
oat Bocca jobs (contracted from offices within the hospital), It is 
"intended to feachveljents job skills such as accepting (and giving) 
“ i , ie 7 ier a} 2 ) a 
supervision and instruction, working urider pressure of deadlines,.  - 
. : a . ’ 7 
collaboration, punctuality, proper dress and other work habits. 
, wn ts iw ; a 
4 ¢ 
3, Living Skills Group. _ Two mornings, a week) In ibis ‘group, partici~ —_ 
a : \a 
aren are « Mughectiotiienot daily living. 
a : 7 ‘ n e, 
é % rae ; 45 fs ia 
a = Rae! = oa ene Fae ‘ 
a a ‘a - ; ay . 
. -12- ; ” ie ow 
= re - 4 7 + ; 


1 - ee er ”, 
: - spa ° ga. *, 
i 8 % ne oe a PP _ 3 : 
a : 
ba * z 2 ‘ 
- fs 
| | - : alee Bes 
a 4, Mothers’ ‘Gaus (One hour a. week) This is prin eae a 
oa ———————— i 4 
i ue : . e ne a ‘ . aE 4 PA } 
ae aaa women with children, chi . 
i Bee Tg ¢ - Fi 
4 e- 
oe ae ¥ s times a week to evalucre progress and review: ane, & i, ; 
on, ; . og o “2 * a ae 7 se 
t a ity Sah fae or ; er ee . ¢ ; : _ 4 
a4 ye Predicted Outcome’ t. coi selected participation in “the elerical ead work » «ef 


7 = . i mas : | 
“skills aan sole She = oorged to! mei in" ‘on the + mother discussion group 4 8 - 


ae - vu. 


h . wom # 


e 


: Fi a tay t 


ns sh could abs 2 aaah iype 30 wom. and began learipg thon She “ . 


¥ - “ty: i a 


er the dipup ea discussed continued study and congiderci joining: Pa. 


a * 


secretoria| |. proaram after Hictereas The’ Yocavshoahbiieion ‘Admini ~" ow cs 


a ee 7‘ es : et ‘ a a = as to 7 
stration (Vea) could possibly support Pits oe ee I t - 


wigs 


oh af 


a * © 


She continued to refuse the living skills’ group, but her pesonal appearance 


a. a i improved. iL. CG. sles that she would: ile fd: hag to Flovasy live’in« - -, 
L ia a = iene oe 
ding _ a foster a ft possible) with her child and goito%school. The social worker 
‘ 7 a». 16 Pa : 


oo is looking into the possibility of ‘this. L. C. has been raranedl toa. tiene: 
mo, ra 


wee 


\ oo 
7 counselor and a VRA representative. 
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ned 


. ey 


* ‘ % és - me ‘ ’ 
ear Ik ae 2 & 
i * 
® 4. Hoy . 
Ad 
‘ ‘ ; 
- ¥ a i nr -% + _ . 
ue le a = - ‘ 
clog ys ae poses Ming : 2 : : Mae allie. 
yt 4 wil § Fag om i: "| : , 
weg 08 a * be a . 5 ae ee 3 
afl a oe . > 7 


+ 


“Success | in job performance has helped to. motivate héptoward independence. 


‘Cleaity, she could ‘not care for the child,“ without geistands, but: may be 


nto after several months. or perhaps longer.’ . 
: : ed 

! x : 7 he - : ‘ : * 
“ ac eb Meas er . i ta - 
er 2 ; oe 


gbischorge’- = After Care: Plans. Before ce leaves the hospital (total stoy | 


i es ee wat 
of, 5 weeks) ie willbe refered to an « Suteantenr occupational therapy | oo : 


1 
eet 


"program in Florida, A foster home. will be arranged onteicator toa - ae 


ape . eae 


secretarial school will be submitted. tise alle wl be staying with C.! 1s: 
é ree 


father weft iL C. is settled i in Florida. When ue Gomes, back to pickup g "e 


‘the child stout 4 wees), ih will be see sb} ‘this écupational th erapist for ‘ 
Ha y: 

q v ‘f 5 , 

_ & evaluation of progress. nsvroneapatsaliny, VRA and the ber ill 


ts ‘ - at 


ae ‘ ‘ rid 
bs “cover tie expenses, - . Continued pychotherapy and riedication:i 4s recommendec 
‘ e * ‘ ca é + esting 
ie a . oe ; o er 
e : mm lg 


* ee 


’ Ai 
: A p they ante &, 
a : a , 2 Ee . - . ; s Ph _ ag 4 
a . oS oe 
Aa . Case #2 -V, Ce r 
2 j This is a sote-supported training facility. Clients sual ey fora maximum ry 
| lo : ae 
of four months and then are either dtechargad < or transferred to another longer 
‘term hospital, All clients are evaluated by an occupational therapist. The. i ee 
ie Po treatment approach varies, depending upon individual needs, but a standard cde 
“ evaluation procedure is used. , a ee 
, , 7 a 
al. . ny ‘ 
Pa a ; iy, a 
ea 7 . a = : \ ‘ "~ ay 
" ~The poate must pe ‘considered that v. C. will need to provide « a stable , 
ws *e he ‘ : ‘ 
/ "environment for himself saa continia: joking medication, His ability: to sbtain ° 
. re : “ ; ; ; a 7 
and mala q job a tare for himself needs to be determined. eo ang, ABH 
* 4 1 i : . : : ae oa * 
ea ‘ _ ; Pie - a i 
igs a . z. a am, fie OF 3 ss : an . Ny tay ¥ ; Pee ae 
veh i .. * 5 : Soy ¥ La 7 ‘ : , 


a Vic. would prabably: not be codfierative in an interview (because he is, “resisting stag - ae 


ty ' : ; 3 
OS ae ae 


a af hospitalization). He should be assig sig | 1M iting group. and encourcged, = oS ee 


ae or i, ba ‘w 
% oom 4 - H teee ea: , ( + » 6 ; ; 
; ey u ” } a wee ; 
~ s 7. @ ie a ‘participate in activiti CS. dane 7, on , eg a: 
‘ ; : nif Sates va 7 7 — ; ; Tha 
Bo a oa 7 Be . : Se : ep wf 4 
Soa ob a a : oe " a Ly 
= Ng 
KV. c - tthe given the shed oceupatidnal therapy evaluation: ‘that consis: - a? 
r oe : 7, - & . 
a ra as of two , individual pro cts (one with. ora GYreEHION, one was written direction), ’ 
vw “,and ree’ These are designed to assess the abtlityto perform tasks, 
: al : ae 7 ii oe a He ee a j ae _ j «1 7 
. * a use tools, follow direcgions, set priorities, make decisions, collaborate with 
- others, — and supervision, and attend’a various stimuli? 
. . : t “We 
) Ls 
a z a" ote: * 
ae. ' a 
C ha er — 5 * 
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. aoe 
\ - or a 
a Bee ad n a P i. 
: . ' a ho: 
- af ¥ op ] 2 ae 
2 & ' oe 
7 + 2 1 
ae “hy ’ . 
= . ; . a 
Pr 
_8 
‘ 


_,work-play history is taken and a structured qyestionnaire is given to assess 
Pa : ex ; - 
self-care abilities and attitudes. 3 


bere! , 1 aes og se 
: rer <4 — ae Sa gy mp om 


te ; 


hatever, he, 
a 


Be ah 


a - A 
was’ told to do. He wit poorly 


coordinated and clumsy and had aie difficulty doting: any of the activities, 
‘ wor ™, ‘ . yt 
eae ane suggested | thy ihe e physical awkwardness y ‘was cavied by ‘he medication and a 
7 # ; i, I Fi on & : : N a Be 


F is : “ak 
Ly his sleepiness. He uriderstood the. diegetione, but Balan? texecute the ay, 
$ ee : tape y 


; Td 
activity. “He will be assigned to lélsuge time s actives of bls choice for .' 


icigate in the evaltion » prodigy, 


several days. until he ts able: to oft 

. ‘ eae ‘ : Om i 

© Cabins oe ; ' : : . i im + oboe . 
Lenn Sa at 96 ‘a 


ee Reevaluation - Seven Da slater a. 


te - This time V. co “was able to coals evaluation without any ‘itfealiye 


ae ‘ 


pai. work, was a bit, slepayss ‘but correct. ‘He quietly iansred other people and we Bae 


ee . did not voluntarily participte’ ins ifevaroup, prolecty He id whatever was 
j ‘ CREE : 


rf assi janed to him by the other clients... a er ee ie 


. * ¢ : . , bong tele” BS 


a 


m . sg9 


- 4 V.C."s work history is chaotic. He was fired fronrjobs because of absenteeism 
_and tardiness. ‘When he worked; she’ did a aacd ie and ted its His drinking 


interfered more, ae lock of skill. nee drunk, he would ‘ia himself, i 


i . Say 


7 a : ras ; . ae ¥ at. . F a . -16- ; 4 . By ; - Fe ; . . 
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phe _ ood ae eee p 
7 a - : e a el kifge Prior to that, he engoged in naps andi 


” 


ican . os ¢. ca 


inplercatin lon, TAMAS can, /be ou taine 
‘medication the agrees it Is helpful) he. could probably worl 


involved i in a local A. A, group prior to discharge. In occupational therapy 


*~ 


he will be assigned toa full- -time wat skills program, to help him:' ‘practice’, 


a ott ‘ : Pohang 
iA, : “wanking. He will bes alee to be punctual. In the evenings he will be . 
: _ | ox ie 
. "assigned, to sports groups. A.referral toa vocational placement sounsaler: 
F i : es . : * wv 
5 yo Be vi - poe ‘ : 
‘ wy! P a : 
ae | ee Predicted Outcomes” As See as V.C, 13 not drinking and i is taking medication, 
' : o : .@ . 
: , wie wal probably ¢ enjoy the work and sports groups. The problem will be =P 
“. = ; ik os 
ae motivating him to maintain medication and. sobriety attet hospitalization, ak : 
hey ale va ame ” - @ ia * = ss 
Tear supportive living nsoment should be sought, He should be discharged as soon, om 
: oy . % sap u aa x 
ea as he gan’ a ip and a place t6 live. Dependence upon lh, fouls be encouraged, : 
i . w oe . 
t living with or near another monber of A Aw , may be beneficial and should be 
> 2 e-After r Care-Plans. vic. ‘dale be seen wally for medication check> A 
' a we : , a * 7 Kd * ; 
igs a ups and d review: of his sé, His pchedoly: should be active. Referral toa 
* ae * a ” ‘ = P 4 ye is ; af aA ~ 1 Pa 
‘ * @ v3 7 od * 7 ; 
8 : : me . . f 
J “17- : aie 
4 7 Lan 
ate . a + ’ i 
“e . . : \ 4 : ed 
<) f : ao Co . ; Pf ets So : we a : a ee ee j ‘. ao 
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: "Fitness: Instead of "working through" the eénflicts; as. weule ky’ the oirogch® 


> cect 
¥ % be 
2 Y 

Case #3 -S.K. ‘! 
ee at a ; - ee & a oe “ < i 
The community day center that S.K.° was referred fo treats clients fér three 

“ i ; ¢ 
weeks in an-! ‘intensive all day p égram, After three. weeks, the clienfedré _ 


N! Pg Be a “ok : 


y ae or “ assigned to individual praup (or family) therapy twice 


maintained a it (when en for an indefinite period of time. 


The theoretical Bpprodeh used is one of a combination of payenedynamic inter 
pretation and applied behavior modification. * "During. ‘the three week Program, a 
? = 1 
“ay se.” 
the staff help the client to ‘cover the factors. that wele causative (to current os 
& r iy ay : 
. e hohe OF 


* 


in a. ‘long term ps sycho 


Bes 


. 5 ae ot gee he j ha ee oe 
balewies modifi cation, how ta mini imize and cag detiict vat situations. 7 .. 
: poe . ee es . ite! * el ali 
The staff believes gee b behaviors are" Pehdinged, feelings# il [them ‘chopo® 4 
" yi — @ “So Be de 
* ae Gee a "ee he 


_— is 

“to be déterminad go that “he causa hist events could. be pails in the future. ty 
Os, ete ‘Ay | oe aa 

: ) iniFer view with Su Key ; ‘activity é M rtio 


psyckothesony te client j is fhoomtyio ae a 


4 oo ee 
Client's Responses. Following individual interviews with A gee his wife and 


ig . = 


a 2° a review of his previous hospitalization (about 2-1/2 years ago) records, the 


staff (psychiatrist, psychologist, occupational therapist, social. worker, aind 


ribeea): met to formulate a plan of Syalnaiiong In an Yntervteid With the oceupa-.. w 


=" te 


tonal therapist, 5. K. sated that he didn’ t undertg % hashad an anxiety 


ard attack. “The only conclusion he eile reach was 


& 


aren : 5 7 Ea po8 
ate : . . ee \ F Rin i= ie ” 


3 
’ : Bes tae” oe ee Woe a bh 
; A : 


ee ae ae aye ee ee ™ 
The staff agreed that potentiailly uncomfortable sitvation’s duch as ‘increased: som a 


’ 


fo, ; ee! respansibility caused S.K, to have "Flash aye his combat experience. 


\ - va 


‘the reultont anxiety overwhelmed him and thus provented him nom Participating 


® ’ 


Se ‘ uO Rs 
Dae % in the uncomfortable situation. | oat ; en 


ve . . 


. & is ae : : ; z . 
a tg eo 8 eee ; 
z i : : ; 
ote es oa : > ly 
ap Ae 


“Be i ee ‘ : 3 . 
The. goal of evaluation will be to assess tHe situations. that potentially couse ee 
“Af z 7 ’ ae 5 we ity 


, anxiety. Fach staff member val approach this differently and will jes 
> “ ; a 


‘siletac a consistent treatment program, ~ Wa 


The occupational therapist will use a battery of projective’ activities to include 


: e i 


“drawing, Slay, seulptire, anda collage. 'S.K. will also be given a complete a ty 


a : co 


evaulation to assess his skits. ill be done to rule out the passinility of? 


v a skill oP as contributing ito. concurrent condition. a a a eS 
oe : a i Soy : BO no 


ER 
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= ak: 3 


fy 


i 


talent, “re therapist diructuped the fask ‘by asking him to draw a a farm ea 


‘ie 


scene, because of his hesitancy to draw. He sopidly sketthed a-barn, 
4 : he : 


we 


ancl a house and said it meant nothing. Later he drew another scene with a 


dead farm animal. He recalled his grandmother's rifle collection and’ feared, : 
' . . . ’ * aw oo i. ue 


seeing them. All of his projects had a theme of violence to them (hise? Sey: 
* , fr sae, ox f 
vo i Pan I YS . : 
interpretation), ee ; “ 
= 7 g 
cs . - 
aye . ‘ 
x" i” ae ‘ 


ae 


; 
. one of his grandinather' 5 rifles... by extension of thot reasoifigahe a ao 
« : , : - ¥ ~ 
Ms : 
abe =.) : ; = 
a” = 7 "s 
S282 wd 
eo 4. ; A 
ae _— 


La if * & 
w ; ’ 


eid ie described the *ombol as more viol t thar they ors to the,” 


: me te. ae ae nae 


ae Tih some Suggestion by: the eropist - Id” see thot: the fete i him 
: pe se 4 a 
to avoid fufctioning.: He sito if understand whe would want to agi aftiting 
ae id . 


his mother. ond grandmother. 


At the staff evalyation. conference, , all renter. reported simile fila 
‘on ee 


fs, . : 7 iy = 
Bret sites that perhaps S. K, was. cfraid that he might kiht his 2 


¥ 
mother. He was-angry with her Bye could have lost control ahd, hot fees with, 


Gop 
“§ 
J ’ 
: 
« 
oe 
& q ae 
er ae. 
— 
i 
“, 


eB. 
' 
4 
ee 
Lan + 
~ 
ae 
' 
"ke 


ye bag ee 7 
y Bel ahs me % . q dies hy 
a : eS : . 
. . Pa ae J a ' 
fe . " . ° ‘ 
. es " : 
| gis j o a 
: a * 4 7 
* * 
7 i es 
- = ¥ 
‘ ae . ‘ 
‘ ‘ oo 4. 
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= ~  AQTA CONTINUING EDUCATION 
PROPOSED PLAN |. 
Introduction” — 


The American Occupational Therapy Association (AOTA) has elected ’not 
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_to,d evelop'a Continuing Education Unit ‘program because in most cases the. on 
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decrual of units is only indicative of attendance at a program, and does.not 
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. guarantee that relevant learning has occurred, Tradititional continuing 4 
education progrants are often workshops or seminars corlducted in-large cities: 
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To attend, members ‘must leave their jobs for several days and spend considerable 


oh ' 
5 7 


‘ 


~ * amounts of money... Therapists who work in small departments, rural areas and 
oo » -: those with family responsibilities are rarely able'to attend. These are the 
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members, who because ob professional isolation are frequently most in need 


* of forma] continuing educational experiences. This program proposes a method 


_of bringing trained educational counselling, and experiences to all the American 


i Occupational Thérapy Associdtion members. 
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: The term “continuing education" commonly means advanced but not academic 


or legree oriented education in a specific profession or trade, Many professional, 
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extra-job related experiences fall. under this category, such as in-service programs, 
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and professional conferences, Many-of these programs are relevant to some 
‘therapists but often the scope of the presentations are either too general;or at 
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General basic review programs. These programs will be designed for 
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therapists who have been absert from practice for several years and 
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wish to return, The programs will.present a review of basic.know~ 
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_ gadge with a/focus upon recent contributions fo thé profession. 


Basic speciality programs. ‘These prograins will be designed for recent 
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graduates of basic profess ional programs (B.A. or M.A,); {herapists 
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who are retuming to practice after.an éxtended absence and have 


completed the general basic review program, and who wish to 


specialize in a specific area of practice, Experienced*therapists wish- 
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speciality araas, 


Advanced speciality programs, These programs will be designed for 


: therapists who have demonstrated advanced competency in a speciality 
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well as ‘educators should be readily ave ilable to'the therapist . iheve agocotional 


ge experiences should not interfere with, but should enhance, the tagpetst's 


i, practice., The Relea Occupational Thé srapy Association propases to trajn ~ - 
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of programs throughout the sonny design ed to meet the eee of members. 
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within their own home and working environmeats. Since individuals have different. 
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styles of learning and priorities, a’variety of types of experiences will be developed, 
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throughout the United States*and Puerto Rico. - 
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2. Identify and train regional coordinators who will eventually be — 
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employed by each affiliate association and located within college and 


umiventy ‘ecupat ona therapy curricu as 
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“the American Dee peliona Therapy # Association Offics af Continuing 
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Education and a commitlee of educators ma practitioners salt develop guide~ 


“lines for progratn in eq ach of the four categories. A final draft of the 
guidelines will be reviewed by « a’ larger group of eceipaliona| fherarist and 


“the submitted for Bpitayat to: the AOTA Standails ond Ethics ‘Conmasion : 
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‘will be based upon the guidelines and the needs ofthe regional members, - 
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Continuing education needs will be determined through the use of a standard 
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As the regions increase their, financial base thrdugh sale Oo! ental of 
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packages, they will employ a trained, continuing education counselor- 


Seaidina tor. This perso 


will be available to at AQOTA menbors res iding 
within the region thre iting educatfon sAyhenatene cial to 


programs and resources. A small fee for service may be required to 
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. supplement-support. {t is recommended that this person be located at 


jan occupatignal therapy university program whenever possible because of 
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one's professional responsibility. The accoral ‘of units is a weak award 
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. since {t does not necessarily identify an individual as.skilled-or knowledge- 
- able, 9: 5 4 Bea 
AQTA is designing a recertification program to assess competency of 
~ members through @ chart audit evaluation of job performance... Participation in 


a chart audit, quality assurance program may become a part of future re- 
certification requirements. Evidence of participation in continuing education 


will not-be the main requirement since continuing education is viewed-as . 


process through which a therapist can obtain competency, not an.end in 
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